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The State of Arkansas operates five Human Development Centers (HDCs),1 which are institution-
al facilities that provide 24-hour residential, medical, and habilitative services to individuals with 
developmental disabilities.2  The five HDCs are located in Arkadelphia, Booneville, Conway, 
Jonesboro, and Warren.  As of September 2015, 908 individuals with developmental disabilities 
reside in the State’s HDCs.

Booneville HDC is the oldest property of the five HDCs.  The facility is located in Logan County 
at the former site of the Arkansas Tuberculosis Sanatorium; it is a large facility on 900 acres with 
many buildings that are almost 100 years old.3  Booneville HDC has 138 licensed beds for resi-
dents and has approximately 300 employees.  The facility’s annual budget was $16 million for 
Fiscal Year 2014; however, millions of additional dollars are needed to address the aging physical 
plant conditions at the facility.4

In January 2015, Disability Rights Arkansas (DRA) released a report expressing concerns regard-
ing both the physical plant conditions and the high number of restraints at the facility.5  DRA rec-
ommended closure of Booneville HDC due to the conditions and the excessive use of restraint at 
the facility.  These concerns are in addition to DRA’s general concern that Arkansas continues to 
rely on restrictive institutional care for individuals with disabilities in violation of the integration 
mandate of the Americans with Disabilities Act as articulated by the United States Supreme Court 
in Olmstead v. L.C, 527 U.S. 581 (1999),6 while thousands of Arkansans are unable to access ser-
vices that would allow them to live in their communities.7  

There is controversy within the State about the continued existence of Booneville HDC, and there 
has been no movement toward closing the facility. Nevertheless, if the State continues to rely upon 
Booneville HDC for the care of individuals with developmental disabilities, it must take steps to 
ensure that the individuals who reside in the facility are free from the unnecessary use of restraint 
and have access to treatment that eliminates the need for restraint.  

Since publication of our January 2015 report, DRA has continued to monitor and review the use of 
restraints at Booneville HDC.  In an effort to evaluate the extent of the restraint activity, DRA re-
viewed all restraint reports for a sixteen month period and HDC reports, which are submitted 
quarterly to the Developmental Disability Services Board.8  DRA talked with facility staff and 
administrators to discern not only the extent and type of restraints used in the facility but also the 
efforts to provide programming to reduce restraint incidents.  DRA also consulted with an expert 
in facility practices, including reducing the use of restraint in facilities.9  

DRA has concluded that the restraint practices at Booneville HDC are both contrary to currently 
recognized best practices regarding restraints and puts residents and staff at risk of physical and 
emotional harm.  Furthermore, DRA has concluded that the restraint practices at Booneville HDC 
will not be eliminated without serious scrutiny and comprehensive changes within the facility.10

Introduction

1



Disability Rights Arkansas, Inc. 
“Bound to the Past: The Excessive Use of Restraint at Booneville Human Development Center” 
January 2016

Regulations and Policies Governing Use of Restraints

Intermediate care facilities for individuals with developmental disabilities, such as Booneville 
HDC, must meet certain federal standards in order to receive Medicaid reimbursement.11  The 
Centers for Medicare and Medicaid Services regulations govern these types of facilities and  
provide requirements for compliance in order for those facilities to maintain their Medicaid  
funding.  Within those regulations are specific criteria regarding the use of restraints at institutions 
such as Booneville HDC.  

Facilities must “[e]nsure that clients are free from unnecessary drugs and physical restraints and 
are provided active treatment to reduce dependency on drugs and physical restraints.”12   Physical 
restraints are only allowed as part of an individualized program intended to result in less restrictive 
means of managing a specific behavior, on an emergency basis if required to protect the resident 
or others from injury, or as prescribed by a physician to be used during specific medical or surgical 
procedures, or while a medical condition exists.13  

Written policies and procedures regarding the management of any inappropriate behaviors must  
be developed so that these types of interventions are done on a continuum; the least restrictive 
means of managing a behavior must be attempted first before resorting to more intrusive  
methods.14  These policies and procedures are intended to ensure that a resident’s human and civil 
rights are protected and that restraints are not used “for disciplinary purposes, for the convenience 
of staff, or as a substitute for an active treatment program.”15

The Division of Developmental Disabilities Services (DDS) within the Arkansas Department of 
Human Services (DHS) has developed a policy related to behavior management that the HDCs are 
required to follow.16  This policy notes that the agency’s philosophy is to use positive approaches 
to behavior management before utilizing more restrictive approaches.17  It also recognizes that  
“[e]fforts at positive programming prove to be successful with the majority of maladaptive  
behaviors.”18

Restrictive methods, including restraints, 
which are used as part of an individual’s 
behavior program, should be limited to 
those “individuals who repetitively  
engage in dangerously aggressive  
behavior and for whom other  
interventions have not been effective.”20  

Restraints must also include documenta-
tion that other, less restrictive methods of 
addressing behavioral issues have  
previously been tried and failed.  The  
program should be carefully reviewed and 

monitored by professionals and revised if the interventions are proving ineffective.21   
Regardless of how they are labeled, restraints, both personal and mechanical, should only be used 
to prevent personal injury or serious property damage.

“The goal is to eliminate the use of  
seclusion and restraint in behavioral  

health, as the use of seclusion and restraint 
creates potential physical and psychological  

dangers to the persons subject to the  
interventions, to the staff members  
who administer them, or those who  

witness the practice.” 19
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Booneville HDC also has an internal policy and procedure for managing behaviors that recognizes 
that it is not effective to control behavior by coercion22 and that personal or mechanical restraints 
for behaviors should only be used in emergency situations.23  Emergency restraints are only to be 
used when a behavior is severely aggressive or destructive and never for punishment or conve-
nience.24  Emergency mechanical restraints are only to be used when all other means of behavior 
control have been exhausted and when the individual is “so aggressive that restraint is necessary 
to prevent imminent physical harm to themselves, others, or property.”25  

Booneville HDC Has A Significantly Higher Number of Restraints than Similar HDCs

As part of examining the use of restraint at Booneville HDC, DRA compared the frequency of 
restraint use at that facility with the three other similarly sized HDCs, which are in Arkadelphia, 
Jonesboro, and Warren.26  Booneville HDC continues to have more restraints, in relation to popu-
lation, than the other similar HDCs.27  

In September 2015, Booneville HDC’s population was 122 residents, and it reported 25 mechani-
cal restraints and 23 chemical restraints.28  By comparison, Arkadelphia HDC’s population was 
117 residents, and it reported no restraints. For further comparison, Jonesboro HDC’s population 
was 104 residents, and it reported 3 mechanical restraints and 2 chemical restraints. Warren HDC’s 
population was 92 residents, and it reported only 3 mechanical restraints and 0 chemical restraints.

 

Graph 1: 
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The September 2015 results are not an anomaly.  Restraint numbers reported for the preceding six 
months yielded the same result—Booneville HDC has consistently higher incidents of restraint 
when compared with other HDCs of similar size and character.  From April through September 
2015, Booneville HDC reported a total of 181 mechanical restraints and 138 chemical restraints.  
Arkadelphia HDC reported 27 mechanical restraints and 1 chemical restraint.  Jonesboro HDC  
reported 8 mechanical restraints and 4 chemical restraints during that same reporting period.  
Warren reported 34 mechanical restraints and 27 chemical restraints during that same period.  Graph 
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Each month over a sixteen month period from June 2014 to September 2015, Booneville HDC 
consistently utilized more restraints than any of the other comparable HDCs combined.29  While 
Booneville HDC has reduced the number of restraints occurring at the facility, the average number 
of restraints is still approximately twenty-five times higher than the average number of restraints 
at other HDCs.Graph 3: 

 

Graph 4: 
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As shown in the graph below, the remaining HDCs (Arkadelphia, Jonesboro, and Warren) are 
comparable in not just the raw number of residents but also in the percentage of residents who (1) 
have a dual diagnosis, (2) have been identified as exhibiting aggressive/destructive or self-injuri-
ous behavior, and (3) are ambulatory.30

These particular characteristics were chosen for comparison because the Department of Human 
Services has explained the higher number of restraints at Booneville HDC, stating: “the number of 
times restraints are used at Booneville tends to trend higher than other HDCs, and we believe that 
relates to the fact that Booneville specializes in serving only intellectually or developmental dis-
abled, ambulatory individuals with severe behavioral challenges [. . .]”31  Therefore, DRA com-
pared the number of HDC residents reported to have a dual diagnosis, which means a resident has 
both a developmental disability and a mental health diagnosis.  The HDCs have nearly even num-
bers of individuals with dual diagnoses.32  In fact, according to recent reports from the HDCs, 
Arkadelphia HDC has the highest number of residents with a dual diagnosis among the HDCs 
compared.

DRA also compared the percentage of residents who have been identified as having “aggressive/
destructive” or “self-injurious” behaviors according to reports from the HDCs.  While Booneville 
HDC has a marginally higher percentage of residents who exhibit these identified behaviors, the 
other HDCs have a significant number of residents with these same types of behaviors.33 This  
difference in the number of residents who have been identified as having “aggressive/destructive” 
or “self-injurious” behaviors does not justify the uncommonly high number of restraints at  
Booneville HDC.

Population (#) Ambulatory (%) Aggr./Dest. Or 
Self‐Injurious (%)

Dual Diagnosis 
(%)

Booneville 123 100 72 94
Arkadelphia 116 83 63.3 100
Jonesboro 104 77 61.3 92
Warren 91 93 57 85
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Finally, DRA compared the percentage of ambulatory residents and found some difference.34  All 
of the residents at Booneville HDC are ambulatory, which is necessary due to the inaccessibility of 
its campus for persons with mobility impairments.  However, there are significant numbers of  
ambulatory residents at the other HDCs as well.  The small disparity in the number of ambulatory 
residents at Booneville HDC does not explain the large discrepancy between the number of  
restraints at Booneville and at the other HDCs. 

Restraint is Inherently Dangerous

Concern over the high number of restraints used at Booneville HDC comes from the inherent dan-
gers associated with these types of interventions.  Published studies and articles have discussed the 
risks associated with restraints, which can include physical injuries, significant trauma, and death.35  
Due to these recognized risks, numerous institutions across the country providing services to indi-
viduals with mental health or developmental disabilities, or training professionals to do so, have 
worked to eliminate the use of restraints.  They have done so due to the potential for serious phys-
ical and psychological harm, both to the individual restrained and to the staff implementing the 
restraint.36  Many organizations across the country 
have also agreed that restraint should be a last resort 
and used only in instances where serious injury is im-
minent.37

Booneville HDC’s Restraint Incident Debriefing Form 
acknowledges the danger of restraints to both staff and 
residents, noting that the “use of restraints is proven to 
be dangerous for both staff and clients, with the  
occurrence of injuries dramatically increasing when 
restraint is used.”  However, restraints routinely occur 
at Booneville HDC where, based on documentation of 
the incident, the risk of serious injury was not  
imminent.  As a result of restraint use, residents at 
Booneville HDC have sustained injuries ranging from 
scrapes and scratches to large, multiple bruises and 
even broken bones. 

Types of Restraints at Booneville HDC

At Booneville HDC, there are five approved restraint procedures, techniques, and devices—

1.  personal restraints; 

2.  chemical interventions; 

3.  protective helmets; 

4.  papoose board; and 

5.  wrist restraints.39  

“The use of physical restraints  
can cause harm including  

strangulation, loss of muscle  
tone, decreased bone density  

(with greater susceptibility for 
fractures), pressure ulcers,  

decreased mobility, depression, 
agitation, loss of dignity,  

incontinence, constipation, and  
in some cases, resident death.” 38
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Based on our review of documents, the methods used most often are personal restraints, chemical 
interventions, and the papoose board.  Personal restraints are procedures that limit movement by 
physically holding the hand or limb.40  However, this procedure can range from a hand on the 
shoulder to forcing a resident to the ground and forcibly holding him or her there, sometimes with 
a knee in the resident’s back and a forearm across the back of the resident’s neck.  

Chemical interventions/restraints involve the adminis-
tration of a drug to restrict a resident’s movement or to 
sedate him or her.  The most commonly used chemical 
interventions at Booneville HDC are Ativan and Hal-
dol.41  Ativan is labeled as a medication to treat epileptic 
seizures and to sedate patients before surgery.42  Side ef-
fects can include central nervous system depression, re-
spiratory depression, dizziness, confusion, depression, 
sobbing, and delirium.43  Meanwhile, Haldol is used to 
treat schizophrenia and Tourette’s Disorder.44  Its known 
adverse reactions or side effects include tachycardia, hy-
potension and hypertension, impaired liver function, an-
orexia, constipation, diarrhea, hypersalivation, nausea, 
vomiting, visual disturbances, insomnia, anxiety, agita-
tion, depression, and “potentially irreversible, involun-
tary, dyskinetic movements.”45  Chemical restraints are 
often given in conjunction with a mechanical or personal 
restraint.46

The final method of restraint reviewed for this report is 
the papoose board.  This “mechanical restraint” is a de-
vice that limits movement and range of motion.47  It re-
sembles a padded board with straps to hold a resident 
tightly to the board in a way that prohibits movement 
and completely controls a resident’s body.  Frequently, 
the term “graduated guidance” is used to describe the 
method of moving a resident to the papoose board and 
represents how a staff member must struggle with and 
force a resident, who does not want to be restrained, onto 
this restrictive device.  The papoose board is used for 
longer periods of time than personal restraint.  At least 
one resident has been strapped to the papoose board for 
six hours in a single day, while only being released for 
mandatory breaks every 55 minutes.

Papoose Board currently 
used at Booneville HDC

8
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Use of Restraints at Booneville HDC

Booneville HDC’s policies require that less restrictive measures be used before resorting to re-
straints.  According to the documentation reviewed by DRA, restraints often occur when a lack of 
meaningful intervention by staff has led to an escalation in the resident’s behavior.    

Staff often use restraint when Booneville HDC’s policy would dictate a less restrictive interven-
tion.  Staff document less restrictive interventions most often in the form of redirection, direction, 
or sanctions.  Redirection routinely takes the form of simply telling an agitated or upset resident to 
“stop,” “calm down,” or “go back to work.”  Residents will also be told that they risk having a 
privilege taken away. None of these strategies actually address the needs of the resident, or the 
motives of the behavior, and frequently accomplish nothing but escalation of the resident’s behav-
ior.  

This is concerning because some of the residents at Booneville HDC are in restraints for extended 
lengths of time.48  In the fourteen month period between January 2014 and February 2015, the 
cumulative time residents were personally or mechanically restrained ranged anywhere from one 
minute to nearly four full days.49  The average cumulative time a resident at Booneville HDC spent 
in either personal or mechanical restraints was over five hours for that period of time.50

A few examples from the period of January 2014 through February 2015 illustrate the lengths that 
residents have been restrained on a papoose board:

• Resident 1 was restrained every month and restrained a total of 59 hours and 17 minutes 
 during this time frame.  

• Resident 2, who also was restrained every month, was restrained a total of 64 hours and 51   
 minutes during this time frame.  

• Resident 3 was restrained in all but one month and was restrained a total of 94 hours and  
 57 minutes during this time frame.

• Resident 4, who was also restrained in all but one month, was restrained a total of 84  
 hours and 22 minutes.

The restraint documentation also does not provide enough 
information regarding why a behavior escalated, or what 
occurred before the incident that led to the behavior.   
Instead, the focus is limited to the resident’s actions that 
led to the restraint, without regard to the reason for the 
behavior.  Resident behaviors and actions are consistently 
examined in a vacuum, divorced from any context or 
meaning, and viewed only as compliant or non-compliant.  
Staff involved in restraint incidents rarely document the 
reason for a behavior, or suggest any changes to the  
individual’s program as a way to address the problematic 
behavior.  This is true even in instances when a resident’s behavior tends to occur in identifiable 
patterns, frequently taking place at the same time of day, with the same residents, or in the  
same location. 

“Seclusion and restraints  
have no therapeutic value,  
cause human suffering, and 
frequently result in severe 
emotional and physical  

harm, and even death.” 51
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Identifying the function that a particular behavior serves is one of the most important aspects of 
modifying a challenging behavior.  This important step is relatively nonexistent at Booneville 
HDC.  Instead, the same residents are subjected to repeated restraints with no attempts at providing 
them with needed therapy and tools for them to use to adapt their behavior.

Most human behavior has meaning.  Professional staff, with training to identify that meaning, 
should be carefully reviewing all restraint documentation and events leading up to a restraint in 
order to better provide direct care staff with an understanding of what the resident is seeking to 
communicate with a behavior.  For this to occur, staff involved in the restraint must consistently 
document what happened prior to the escalation of the behavior so that a true understanding of the 
behavior can take place. 

A related issue that is apparent from review of restraint documentation at Booneville HDC is that 
staff routinely relies on rule enforcement instead of resident engagement.  When a resident does 
not “comply” with a rule, a restraint often follows.  This is typically due to a resident’s resistance 
to being directed to do some action that he or she does not want to do at the time.  Instead of en-
gaging with that resident to determine why there is resistance, or to find alternate avenues that al-
low for resident expression, staff often will try to force the resident to comply, which only escalates 
the situation.  

In fact, non-compliance is frequently used throughout the restraint documentation as justification 
for why a restraint was used.  Non-compliance places the blame and consequences for a behavior 
on the resident. The focus on non-compliance reflects an outdated philosophy that exists at  
Booneville HDC and likely contributes to the frequency of restraints. In many similar institutional 
settings across the country, non-adherence has replaced non-compliance as a best practice.   
Non-adherence acknowledges a resident’s choice in treatment and gives information to the  
provider that the resident needs to be better engaged in the program.  

Example: Resident did not want to go to his room for shift change. When staff 
attempted “graduated guidance” to get him to his room, he started threatening and 
swinging at staff. One of the staff members fell on Resident, breaking his collar 
bone. Resident was then strapped to the papoose board for 50 minutes. There was 
no indication that any staff member questioned Resident to see why he did not want 
to go to his room. When staff asked Resident for his input to prevent future  
restraints, he replied that he would like to go to either the Arkansas State Hospital 
or jail as opposed to staying at Booneville HDC.

Example: Resident was upset that another resident was telling her what to do. 
Staff intervened in the situation, but they stated it was too late. Staff report that 
Resident was then engaging in self-injurious behavior and spitting at staff. Staff also 
report that Resident asked the staff to restrain her on the papoose board and give 
her a chemical restraint. Resident was strapped to the papoose board for 40 
minutes. There was no insight regarding program changes or the motivation for 
the behavior other than agitation by a co-resident.

10
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Another concern is the frequency with which Booneville HDC staff routinely restrain residents 
based on behaviors that they classify as “attention-seeking.”  Restraint documentation revealed 
that events leading up to a resident being restrained were often due to a resident attempting to gain 
the attention of staff members.  When those attempts were unsuccessful, due to staff either ignor-
ing the resident or trying to redirect their actions, the resident’s behavior would escalate, and re-
straint would result.   The use of restraints in these instances is inappropriate and would be unnec-
essary if staff were provided with training on best practices to enable them to better understand a 
resident’s need for attention and how to appropriately respond to that need.  

The record below is an excerpt from a Restraint Incident Debriefing Form.52  This restraint began 
with the resident having displayed self-injurious behavior, leading to a personal restraint.  She 
calmed herself enough to have breakfast and take her medications, at which point a nurse an-
nounced that she was still going to administer a chemical restraint in the form of a shot.  This, ac-
cording to staff, escalated the resident’s behavior.  Upon reflection, the staff member filling out the 
debriefing form recommended that the nurses be more discrete when administering chemical re-
straints.  There is no documentation that explains why staff thought a chemical restraint was nec-
essary after the resident was already calmed.

Another important issue is that documentation of a restraint requires the use of multiple forms, 
which, though intended to capture the entire event, often miss critical pieces required to truly  
understand what happened.  As noted earlier, staff members tend to document the resident’s  
behavior after it has already escalated.  There is little attention given to events leading up to the 
escalated behavior, to effective interventions prior to the use of restraint, or to an analysis of how 
the restraint could have been avoided.  

Example: Resident was asked to take a shower due to having a bowel movement 
in his pants during a seizure. Resident became upset with staff after they told him 
several times to take a shower. He swung at a staff member and was promptly 
strapped to the papoose board for thirty minutes until he agreed to shower. There 
were no recommendations to help prevent a similar event from occurring again.

11
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Furthermore, the Restraint Incident Debriefing Form is often completed or reviewed at a later date, 
which does not aid in identifying patterns or avenues for reducing the use of restraints for that 
resident.  DRA’s review of the restraint documentation revealed that many residents experience 
restraints repeatedly during the same day, week, or month.  Without a prompt review and thorough 
discussion of the restraint, the resident is subjected to repeated instances of this dangerous, dehu-
manizing, and coercive intervention that could have been avoided had that review taken place.

Residents in institutional settings rely on staff members for all of their basic needs.  The majority 
of their days are spent on the same campus, in the same rooms, with the same individuals.  As such, 
it is simply human nature to seek out attention in a variety of ways.  Instead of ignoring or punish-
ing that behavior, staff should be working with residents to better engage them in their treatment 
programs and in the world outside of the Booneville HDC campus. 

Lack of Meaningful Follow-up

Though restraints are routinely used at Booneville HDC, there is a lack of meaningful follow-up 
by the facility in order to identify alternative avenues of behavior management.  While other insti-
tutions across the country seek to eliminate the use of restraints, Booneville HDC has shown mar-
ginal movement towards that goal.  Review of documentation revealed that the same residents are 
repeatedly restrained without consideration of ways to avoid the use of restraint.

Booneville HDC uses a “Restraint Incident Debriefing Form” that is to be completed by staff fol-
lowing an emergency restraint.53  When an incident occurs, a restraint incident leader is to conduct 
a debriefing session with other staff involved, as well as the resident, to pinpoint the behavior that 
led to restraint, environmental factors involved, antecedents to the behavior, staff actions that 
could have kept the situation from escalating, the resident’s reaction, and any programmatic chang-
es or resident options that could have prevented the restraint.54

Example: According to a Behavior Report, Resident was restrained for threatening 
to kill staff and himself, and he relentlessly continued this behavior while restrained 
on a papoose board for one hour and thirty-five minutes; however, a Chemical In-
tervention Checklist for the same incident states that Resident “was calm until he 
heard staff talking about how he needed a shot.” Yet another document, the Re-
straint Incident Debriefing Form, does not mention the interaction with staff that 
escalated Resident’s behavior.

Example: Resident made a homemade badge and was pretending that he worked at 
Booneville HDC. He began telling clients what to do. When staff tried to redirect 
him, he punched a staff member. He was strapped to a papoose board for 35  
minutes. When asked to reflect on programmatic issues that could be made to  
prevent the restraint, the staff member writes, “no changes could of [sic] helped this 
behavior.” No effort was made to transfer Resident’s imagined role as a staff  
member to a purposeful activity before resorting to restraints.

12
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While staff members appear to complete the debriefing forms with regularity following a restraint, 
the documentation frequently does not provide the information that the questions intend to target.  
Many times the answer is simply “none.”  The area designated for resident input often does not 
include information from the resident to better understand the resident’s point of view.  There is 
little documentation of ways the restraint could have been avoided.  

In addition, staff routinely place the blame for the use of restraints on the resident’s “bad behav-
ior,” without regard to how the staff’s own actions may have contributed to the escalation.  Though 
there is an area that allows staff to put recommendations as to how to avoid restraints in the future, 
staff members rarely have suggestions.  A review of the debriefing forms reveals that direct care 
staff members involved in administering the restraints do not see any other options and just accept 
restraint activity as a necessity.  This reflects a culture at Booneville HDC where overuse of re-
straint is the norm. 

Lack of Meaningful Oversight

Booneville HDC does have a Human Rights Committee (Committee) that is intended to protect the 
rights of Booneville HDC residents.  The Committee, which is required and established by both the 
Division of Developmental Disabilities Services and Booneville HDC policies, is tasked with a 
number of functions, one of which is to review the restraint activity at Booneville HDC.55  How-
ever, the Committee rarely, if ever, questions the use of restraint.  The meeting minutes reflect that 
the Committee routinely approves the use of restraints, even for those residents who are repeated-
ly restrained during a review period, with no discussion documented as to ways to prevent those 
restraints in the future.  Though the same residents often are included in the review month after 
month, there appears to be no effort by the Committee to question the course of action or to reduce 
the use of restraints.  Instead, there appears to be acceptance, facility-wide and by the Committee, 
that the use of restraints is the status quo. 

Conclusion

According to the data collected and maintained by Booneville HDC and the State, residents at 
Booneville live in an environment in which restraint is used excessively, far more frequently than 
at the Arkadelphia, Jonesboro, or Warren HDCs.  Booneville HDC fails to ensure that staff utilize 
effective tools to de-escalate situations, leading to the use of restraints when other interventions, if 
implemented sooner, could eliminate the need for restraint.  The Department of Human Services 
and its Division of Developmental Disabilities Services has failed to provide the oversight and 
training to ensure that residents at Booneville HDC are not subjected to unnecessary and excessive 
restraints. Residents and staff have already been injured due to the current restraint practice at 
Booneville HDC.56  

All HDC residents are entitled to live in an environment in which restraints are used as a last resort 
after other interventions have failed. The residents at Booneville HDC have a right to be treated 
with dignity and respect, to not be subjected to unnecessary and harmful restraint, and to receive 
active treatment based on evidence-based best practices.   DRA urges the State to take immediate 
action to address the culture at Booneville HDC and to instruct Booneville HDC to stop this inher-
ently dangerous practice.  The individuals with disabilities residing at Booneville HDC deserve 
better.
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Recommendations

DRA recommends that the State take the following steps to ensure that residents at Booneville 
HDC are protected from excessive and unnecessary restraint:

1.  The Arkansas Department of Human Services and its Division of Developmental Disabilities 
  Services should retain an independent expert with expertise in working with facilities to  
 develop and implement current evidence-based best practices at Booneville HDC to  
 significantly reduce and/or eliminate the use of restraint at the facility.

2.  The Arkansas Department of Human Services and its Division of Developmental Disabilities 
  Services should provide and require participation of Booneville HDC’s senior  
 administrative, clinical, and direct care staff in comprehensive training on person-centered 
 and trauma-informed, recovery-oriented, evidence-based services and supports.

3.  The Arkansas Department of Human Services, its Division of Developmental Disabilities  
 Services, and Booneville HDC’s senior administrative and clinical staff should be required 
 to develop a strategic plan to transform this institution to one that adopts current, best  
 practice philosophy, vision, and values. This plan should be updated monthly and reviewed 
 quarterly by the state office or an external entity.

4.  The Arkansas Department of Human Services, its Division of Developmental Disabilities  
 Services, and Booneville HDC should ensure that all facility staff immediately receive  
 extensive training and are intensively monitored to ensure that evidence-based best  
 practices are used to avoid escalation of behaviors and the use of restraint. DRA recently 
 learned that Booneville HDC has begun training some facility staff on Nonviolent Crisis 
  Intervention Training. Nevertheless, the number of restraints a Booneville HDC are still 
  much higher than at the other HDCs.

5.  The Arkansas Department of Human Services and its Division of Developmental Disabilities 
  Services should ensure that the use of restraint at Booneville HDC is regularly monitored, 
  including careful evaluation and scrutiny of the reasons staff utilized restraint, alternatives to 
  restraint, and follow-up actions in response to restraint.  This includes requiring that clinical  
 and senior administrative staff be more involved in the day-to-day activities of residents to 
  ensure that individualized treatment or behavior plans are effective and that adequate active  
 treatment is provided.

6.  The Arkansas Department of Human Services and its Division of Developmental Disabilities 
  Services should ensure that residents of Booneville HDC have access to active treatment, 
  including the provision of mental health and other treatment that supports residents in  
 addressing their challenging behaviors in ways that do not include coercion or punishment.

7.  The Arkansas Department of Human Services and its Division of Developmental Disabilities 
  Services should ban the use of the papoose board as a form of restraint at Booneville HDC 
 and other HDCs.
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2  Developmental disability is defined as “‘an impairment of general intellectual functioning or adaptive behavior’ 
that is a ‘substantial handicap to the person’s ability to function without appropriate support services, including, but 
not limited to, planned recreational activities, medical services such as physical therapy and speech therapy, and 
possibilities for sheltered employment or job training.’ It is caused by mental retardation or a closely related condi-
tion; cerebral palsy; epilepsy; autism; or dyslexia (difficulty learning to read and spell) resulting from cerebral palsy, 
epilepsy, or autism. [. . .] The definition also includes ‘a functionally retarded person who may not exhibit an 
intellectual deficit on standard psychological tests, but who, because of other handicaps, functions as a retarded 
person.’”  Gloria Gordon, DDS Children’s Guide, (2005) (citing Arkansas Code. § 20-48-101 (2015) and Arkansas 
Act 729 of 1993), http://humanservices.arkansas.gov/ddds/ddds_docs/dds_childrens_guide.pdf.

3  Booneville Human Development Center Description of Services and Programs, Meeting of the Hosp. and 
Medicaid Study Subcomm. of the Ark. Legis. Council, 89th General Assemb. Exhibit D-2 (Jan. 8, 2014), http://www.
arkleg.state.ar.us/assembly/2013/Meeting%20Attachments/080/I12304/Exh%20%20D-2-Booneville%20HDC.pdf.

4  Ark. Building Authority, Human Development Centers Condition Assessment Report for Arkansas Department of 
Human Services, Developmental Disabilities Services, (2015).  According to this Assessment, Booneville HDC 
requires an additional $79,755,937 in order to modernize the campus, which does not take into account the cost of 
ADA compliance, code compliance, demolition of unused buildings, or remediating hazardous material present.  
Therefore, it is reasonable to assume that a detailed assessment including these factors would likely be much higher.

5  Disability Rights Arkansas, Inc., A New Approach to Care in Arkansas: Why the Time Has Come to Close the 
Booneville Human Development Center, (2015), http://disabilityrightsar.org/wp-content/uploads/2015/11/BHDC-Fi-
nal-Report-January-2015.pdf.

6  In Olmstead, the United States Supreme Court held that needlessly segregating individuals with disabilities is a 
form of discrimination that is prohibited by the Americans with Disabilities Act.  The Court decision “that unjusti-
fied institutional isolation of persons with disabilities is a form of discrimination reflects two evident judgments.  
First, institutional placement of persons who can handle and benefit from community settings perpetuates unwarrant-
ed assumptions that persons so isolated are incapable or unworthy of participating in community life…Second, 
confinement in an institution severely diminishes the everyday life activities of individuals, including family 
relations, social contacts, work options, economic independence, educational advancement, and cultural enrich-
ment.”  Olmstead, 527 U.S. at 600-01 (citations omitted).  Olmstead directed states to serve individuals in the most 
integrated setting appropriate to meet their needs.  See e.g., United States Department of Justice Civil Rights 
Division, Olmstead: Community Integration for Everyone,   http://www.ada.gov/olmstead/index.htm (last visited 
Dec. 28, 2015); United States Department of Health & Human Services Office of Civil Rights, Serving People with 
Disabilities in the Most Integrated Setting: Community Living and Olmstead, http://www.hhs.gov/civil-rights/
for-individuals/special-topics/community-living-and-olmstead/index.html (last visited Dec. 28, 2015); Judge David 
L. Bazelon Center for Mental Health Law, The Olmstead Decision, http://www.bazelon.org/Where-We-Stand/
Community-Integration/Olmstead-Implementing-the-Integration-Mandate/The-Olmstead-Decision-.aspx (last 
visited Dec. 28, 2015).

7  See United Cerebral Palsy, The Case for Inclusion 2015, (2015), http://cfi.ucp.org/wp-content/uploads/2015/07/
UCP_2015_CaseforInclusion_FINAL.pdf.  According to this report, Arkansas is one of the worst states in the 
country for providing alternatives to institutional care, ranking number 49, and has consistently ranked as one of the 
worst states since United Cerebral Palsy’s first report in 2007.  

8  The Developmental Disabilities Services Board (DDS Board) is charged with the oversight of the services 
provided to Arkansans with developmental disabilities.  Arkansas Act 348 of 1985 reorganized DHS, placing the 
Division of Developmental Disabilities Services (DDS) under its authority, and designated control and administra-
tion of the HDCs under the management and direction of the DDS Board.  The mission of DDS and the DDS Board 
includes a commitment to the positive management of challenging behaviors, and protection of the constitutional 
rights of individuals with disabilities, and their rights to personal dignity, respect and freedom from harm.

Endnotes

15



Disability Rights Arkansas, Inc. 
“Bound to the Past: The Excessive Use of Restraint at Booneville Human Development Center” 
January 2016

9  DRA consulted with Dr. Kevin Ann Huckshorn, who is a licensed and certified mental health nurse and substance 
abuse clinician with 36 years of experience working in a variety of public and private behavioral health organiza-
tions.  She has published on topics including violence, treatment adherence, trauma-informed care, and workforce 
development and has co-authored a book with William Anthony, PhD, titled “Principled Leadership in Mental 
Health Systems and Programs” (2008).  Dr. Huckshorn is the President and CEO of Kevin Huckshorn & Associates, 
Inc., a small behavioral health consulting business. She is the former Director of the Division of Substance Abuse 
and Mental Health in Delaware.  She led the development of the evidence-based best practice titled “The Six Core 
Strategies” and was involved in the successful implementation of a United States Department of Justice settlement 
agreement in Delaware.

10  DRA wants to emphasize that these conclusions are not meant as any type of reflection on the community of 
Booneville and its residents who work at Booneville HDC.  DRA’s conclusions are intended to address the short-
comings in the State’s provision of active treatment and safe care to HDC residents and to encourage the State to 
take the necessary steps to change the culture at the facility by reducing and eliminating the use of restraint.

11  Centers for Medicare & Medicaid Services, Intermediate Care Facilities for Individuals with Intellectual Disabil-
ities (ICFs/IID), https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/CertificationandComplianc/
Downloads/ICFMR_Background.pdf.

12  42 C.F.R. § 483.420 (a)(6) (2015).

13  42 C.F.R. § 483.450 (d) (2015).

14  42 C.F.R. § 483.450 (b)(iii) (2015).

15  42 C.F.R. § 483.450 (b)(3) (2015).

16  Arkansas Department of Human Services Division of Developmental Disabilities Services, Policy No. 3011-D 
Behavior Management, (2003), available at https://ardhs.sharepointsite.net/DDS%20Policies/Forms/By%20 
Policy%20Type.aspx.

17   Id. 

18  Id.

19  2012 CARF Behavioral Health Standards Manual: Section 2.F. Nonviolent Practices/Nonviolent Crisis Interven-
tion Training Program, (May 2012), https://www.crisisprevention.com/CPI/media/Media/Resources/Knowl-
edge-Base/Carf_alignment.pdf.

20  See supra note 16.

21  Id.

22  Booneville Human Development Center, Policy No. I-D-2, Use and Documentation of Procedures to Manage 
Behavior. 

23  Booneville Human Development Center, Policy No. I-D-4, Documentation of and Response to Maladaptive 
Behaviors. 

24  Id. at (2)(a) (emphasis added).

25  Id. at (2)(f) (emphasis added).

26  Conway HDC has over four hundred residents (more residents than the other HDCs combined) and serves a 
population that includes children and medically fragile residents; therefore, it will not be considered for comparison 
to Booneville HDC, which only has 121 residents.  Conway Human Development Center, http://humanservices.

16



Disability Rights Arkansas, Inc. 
“Bound to the Past: The Excessive Use of Restraint at Booneville Human Development Center” 
January 2016

arkansas.gov/ddds/Pages/ConwayHDC.aspx (last visited Dec. 3, 2015) (explaining that Conway HDC has residents 
ranging from ages 7 to 74).  

27  Human Development Center Monthly Statistical Reports provided quarterly to the DDS Board.

28  Human Development Center Monthly Statistical Reports, September 2015.

29  Human Development Center Monthly Statistical Reports, June 2014-September 2015.

30  Based upon data contained within the Human Development Center Monthly Statistical Reports, July 2015- 
September 2015.

31  Max Brantley, State Responds to Report on Conditions at Booneville Human Development Center, The Arkansas 
Times Blog (Jan. 5, 2015, 11:40AM), http://www.arktimes.com/ArkansasBlog/archives/2015/01/05/state-re-
sponds-to-report-on-conditions-at-booneville-human-development-center.

32  The average number of residents with dual diagnoses within Arkadelphia, Jonesboro, and Warren HDCs is 
92.75%, whereas 94% of Booneville HDC’s residents have a dual diagnosis.

33  The average number of residents who have exhibited self-injurious or aggressive/destructive behaviors among 
Arkadelphia, Jonesboro, and Warren HDCs is 63.4%.  Booneville HDC has 72% of its residents who exhibit those 
behaviors, which is only slightly higher than the average of the other HDCs.

34  The average number of ambulatory residents within Arkadelphia, Jonesboro, and Warren HDCs is 88.25%.  At 
Booneville HDC, 100% of the residents are ambulatory.

35  See, e.g., Stephan Haimowitz, Jenifer Urff, & Kevin Ann Huckshorn, Restraint and Seclusion—A Risk Manage-
ment Guide, (2006), http://www.nasmhpd.org/sites/default/files/R-S%20RISK%20MGMT%2010-10-06%282%29.
pdf; United States General Accounting Office, Report to Congressional Requesters, Mental Health: Improper 
Restraint or Seclusion Use Places People at Risk, (1999), http://www.gao.gov/archive/1999/he99176.pdf; United 
States General Accounting Office, Testimony Before the Committee on Finance, U.S. Senate, Mental Health: Extent 
of Risk From Improper Restraint or Seclusion Is Unknown, (1999), http://www.gao.gov/archive/2000/he00026t.pdf; 
Stacey A.Tovino,“Psychiatric Restraint and Seclusion: Resisting Legislative Solution,” 47 Santa Clara L. Rev. 511 
(2007); Equip for Equality, National Review of Restraint Related Deaths of Children and Adults with Disabilities: 
The Lethal Consequences of Restraint, (2011), http://www.equipforequality.org/wp-content/uploads/2014/04/
National-Review-of-Restraint-Related-Deaths-of-Adults-and-Children-with-Disabilities-The-Lethal-Consequences-
of-Restraint.pdf.  

36  See supra note 35.

37  See supra note 35.

38  Centers for Medicare & Medicaid Services, Freedom from Unnecessary Physical Restraints: Two Decades of 
National Progress in Nursing Home Care, (Dec. 3, 2015), https://www.cms.gov/Medicare/Provider-Enroll-
ment-and-Certification/SurveyCertificationGenInfo/downloads/SCLetter09-11.pdf.

39  Booneville Human Development Center, Policy No. I-D-4(6), Documentation of and Response to Maladaptive 
Behaviors. 

40  Id. 

41  Booneville HDC Chemical Intervention Checklists from 2014 and 2015.

42  Ativan (lorazepam) Injection, (2015), http://www.accessdata.fda.gov/drugsatfda_docs/label/2006/018140s028lbl.
pdf.

43  Id.

17



Disability Rights Arkansas, Inc. 
“Bound to the Past: The Excessive Use of Restraint at Booneville Human Development Center” 
January 2016

44  Haldol (haloperidol) Injection, (2009), http://www.accessdata.fda.gov/drugsatfda_docs/label/2009/015923s084l-
bl.pdf.

45  Id.

46  Booneville HDC Resident Behavior Reports and Chemical Intervention Checklists from 2014-2015.

47  Booneville Human Development Center, Policy No. I-D-4(6), Documentation of and Response to Maladaptive 
Behaviors.

48  See Appendix 1, which incorporates data from Human Rights Committee Reports furnished by Booneville HDC 
for the time period of January 2014 to February 2015.  DRA compiled the aggregate times residents were in either 
personal or mechanical restraints per month.

49  Id.

50  This average includes residents who were not restrained at all during their time at Booneville HDC.  If averaging 
the length of time in restraints for only persons who were actually restrained at Booneville HDC, the number of 
hours would be over 9 ½ hours. See Appendix 1.

51  Mental Health America, Position Statement 24: Seclusion and Restraints, http://www.mentalhealthamerica.net/
positions/seclusion-restraints (March 2011) (last visited December 2, 2015).

52  See Appendix 2.

53  See Appendix 2, which is an actual set of forms from a restraint incident, redacted to protect the privacy of the 
residents involved.

54  Booneville Human Development Center, Policy No. I-D-4(2)(f)(v), Documentation of and Response to Maladap-
tive Behaviors.

55  Booneville Human Development Center, Policy No. I-C-2(1)(a-d), Human Rights Committee.

56  Resident injuries were previously described herein.  Several employees at Booneville HDC who were placed on 
Worker’s compensation leave from 2013-2015 were reportedly injured by “client behavior.”  Booneville Human 
Development Center, Worker’s Compensation Report.

18



Disability Rights Arkansas, Inc. 
“Bound to the Past: The Excessive Use of Restraint at Booneville Human Development Center” 
January 2016

MONTHLY NUMBER OF MINUTES RESTRAINED PER RESIDENT

02/15 01/15 12/14 11/14 10/14 09/14 08/14 07/14 06/14 05/14 04/14 03/14 02/14 01/14 Total Total (hours)
Resident 1.00 55.00 45.00 101 1h 41m
Resident 26.00 75.00 149.00 250.00 4h 10m
Resident 45.00 1.50 46.50 46.5m
Resident 1.00 18.00 323.00 342.00 5h 42m
Resident 25.50 2.00 3.00 30.50 30.5m
Resident 5.00 1.00 6.00 6m
Resident 170.00 123.00 45.00 338.00 5h 38m
Resident 3.00 3.00 3m
Resident 42.00 1.00 55.00 30.00 128.00 2h 8m
Resident 3.00 3.00 25.00 26.50 1.00 34.00 92.50 1h 32.5m
Resident 3.00 45.00 110.50 1.00 8.50 37.00 1.50 74.50 44.00 55.00 30.00 410.00 6h 50m
Resident 15.00 1.50 16.50 16.5m
Resident 30.00 30.00 30m
Resident 37.00 30.00 30.00 15.00 13.00 3.00 128.00 2h 8m
Resident 1.00 1.00 1m
Resident 2.00 145.00 43.00 56.00 5.00 60.00 1.00 312.00 5h 12m
Resident 18.00 5.00 23.00 23m
Resident 2.00 2.00 2m
Resident 35.50 72.00 34.00 104.00 11.00 51.50 112.00 87.00 341.00 110.00 11.00 126.00 87.50 140.00 1322.50 22h 2.5m
Resident 2.00 1.50 20.00 23.50 23.5m
Resident 15.00 13.00 7.00 30.00 43.00 6.00 5.50 22.00 141.50 2h 21.5m
Resident 57.00 150.00 88.00 12.00 109.00 95.00 15.00 96.00 94.00 184.00 7.00 907.00 15h 7m
Resident 23.00 80.00 129.00 111.50 335.00 190.00 214.00 694.00 45.00 215.00 80.00 93.00 2209.50 36h 49.5m
Resident 139.00 50.00 45.00 35.00 35.00 45.00 45.00 394.00 6h 34m
Resident 2.00 2.00 4.00 4m
Resident 53.00 2.00 13.00 90.00 4.00 1.00 11.00 174.00 2h 54m
Resident 15.00 13.00 28.00 28m
Resident 2.00 2.00 2m
Resident 2.00 41.00 85.00 15.00 60.00 52.00 26.00 122.00 8.00 15.00 37.50 463.50 7h 43.5m
Resident 2.00 8.00 10.00 10m
Resident 55.00 45.00 293.00 130.00 40.00 55.00 45.00 55.00 718.00 11h 58m
Resident 210.00 71.00 123.50 11.00 38.00 131.00 431.00 554.00 514.50 270.00 99.00 572.00 3.00 529.50 3557.50 59h 17.5m
Resident 27.00 38.00 30.00 45.00 140.00 2h 20m
Resident 3.00 3.00 3m
Resident 150.00 31.00 4.00 185.00 3h 5m
Resident 26.00 30.00 2.00 2.00 60.00 1h
Resident 57.00 75.00 70.00 85.00 60.00 10.00 83.00 18.00 458.00 7h 38m
Resident 85.00 58.00 365.00 190.00 34.00 3.00 173.00 57.00 965.00 16h 5m
Resident 1.00 22.00 23.00 23m
Resident 56.00 165.00 1.00 222.00 3h 42m
Resident 17.00 4.00 59.00 80.00 1h 20m
Resident 2.00 2.00 2m
Resident 158.00 3.00 119.00 213.00 483.00 231.00 79.50 55.00 628.00 71.00 1.50 365.00 2407.00 40h 7m
Resident 3.00 3.00 3m
Resident 288.00 90.00 425.00 560.00 585.00 240.00 325.00 145.00 832.00 676.00 291.50 161.50 1078.00 5697.00 94h 57m
Resident 54.00 88.00 35.00 73.00 129.00 43.00 61.00 97.00 38.00 15.00 120.00 264.00 165.00 1182.00 19h 42m
Resident 3.00 71.00 30.00 1.00 34.00 80.00 219.00 3h 39m
Resident 36.00 36.00 36m
Resident 4.00 11.00 4.00 1.00 58.00 5.00 3.50 10.50 97.00 1h 37m
Resident 203.00 298.50 475.00 298.00 450.50 169.00 235.00 270.00 319.00 83.00 353.50 424.00 208.00 105.00 3891.50 64h 51.5m
Resident 1.00 1.00 1m
Resident 50.00 86.00 55.00 165.00 314.00 161.00 82.00 65.00 978.00 16h 18m
Resident 52.00 45.00 165.00 262.00 4h 22m
Resident 75.00 120.50 229.50 2.50 166.00 888.00 730.50 213.00 700.50 128.00 857.50 115.00 836.50 5062.50 84h 22.5m
Resident 160.00 4.00 136.00 31.00 73.00 58.00 168.00 165.00 125.00 251.00 80.00 316.00 199.00 241.00 2007.00 33h 27m
Resident 17.00 29.00 46.00 92.00 1h 32m
Resident 3.00 90.00 85.00 20.50 10.00 4.00 212.50 3h 32.5m
Resident 23.00 23.00 23m
Resident 29.00 35.00 20.00 103.00 194.00 55.00 436.00 7h 16m
Resident 4.00 4.00 4m
Resident 1.00 90.00 91.00 1h 31m
Resident 1.00 1.00 1m
Resident 1.00 30.00 24.00 35.00 90.00 1h 30m
Resident 63.00 35.00 64.00 100.00 20.00 20.00 278.00 175.00 115.00 154.00 1024.00 17h 4m
Resident 5.00 5.00 5m
Resident 35.00 1.50 36.50 36.5m
Resident 45.00 223.00 164.00 130.00 195.00 77.00 132.00 49.00 125.00 55.00 157.00 150.00 1502.00 25h 2m
Resident 40.00 170.00 210.00 3h 30m
Resident 4.00 1.00 65.00 8.00 19.00 33.00 124.50 61.00 315.50 5h 15.5m
Resident 27.00 45.00 72.00 1h 12m
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MONTHLY NUMBER OF MINUTES RESTRAINED PER RESIDENT

02/15 01/15 12/14 11/14 10/14 09/14 08/14 07/14 06/14 05/14 04/14 03/14 02/14 01/14 Total Total (hours)
Resident 1.00 55.00 45.00 101 1h 41m
Resident 26.00 75.00 149.00 250.00 4h 10m
Resident 45.00 1.50 46.50 46.5m
Resident 1.00 18.00 323.00 342.00 5h 42m
Resident 25.50 2.00 3.00 30.50 30.5m
Resident 5.00 1.00 6.00 6m
Resident 170.00 123.00 45.00 338.00 5h 38m
Resident 3.00 3.00 3m
Resident 42.00 1.00 55.00 30.00 128.00 2h 8m
Resident 3.00 3.00 25.00 26.50 1.00 34.00 92.50 1h 32.5m
Resident 3.00 45.00 110.50 1.00 8.50 37.00 1.50 74.50 44.00 55.00 30.00 410.00 6h 50m
Resident 15.00 1.50 16.50 16.5m
Resident 30.00 30.00 30m
Resident 37.00 30.00 30.00 15.00 13.00 3.00 128.00 2h 8m
Resident 1.00 1.00 1m
Resident 2.00 145.00 43.00 56.00 5.00 60.00 1.00 312.00 5h 12m
Resident 18.00 5.00 23.00 23m
Resident 2.00 2.00 2m
Resident 35.50 72.00 34.00 104.00 11.00 51.50 112.00 87.00 341.00 110.00 11.00 126.00 87.50 140.00 1322.50 22h 2.5m
Resident 2.00 1.50 20.00 23.50 23.5m
Resident 15.00 13.00 7.00 30.00 43.00 6.00 5.50 22.00 141.50 2h 21.5m
Resident 57.00 150.00 88.00 12.00 109.00 95.00 15.00 96.00 94.00 184.00 7.00 907.00 15h 7m
Resident 23.00 80.00 129.00 111.50 335.00 190.00 214.00 694.00 45.00 215.00 80.00 93.00 2209.50 36h 49.5m
Resident 139.00 50.00 45.00 35.00 35.00 45.00 45.00 394.00 6h 34m
Resident 2.00 2.00 4.00 4m
Resident 53.00 2.00 13.00 90.00 4.00 1.00 11.00 174.00 2h 54m
Resident 15.00 13.00 28.00 28m
Resident 2.00 2.00 2m
Resident 2.00 41.00 85.00 15.00 60.00 52.00 26.00 122.00 8.00 15.00 37.50 463.50 7h 43.5m
Resident 2.00 8.00 10.00 10m
Resident 55.00 45.00 293.00 130.00 40.00 55.00 45.00 55.00 718.00 11h 58m
Resident 210.00 71.00 123.50 11.00 38.00 131.00 431.00 554.00 514.50 270.00 99.00 572.00 3.00 529.50 3557.50 59h 17.5m
Resident 27.00 38.00 30.00 45.00 140.00 2h 20m
Resident 3.00 3.00 3m
Resident 150.00 31.00 4.00 185.00 3h 5m
Resident 26.00 30.00 2.00 2.00 60.00 1h
Resident 57.00 75.00 70.00 85.00 60.00 10.00 83.00 18.00 458.00 7h 38m
Resident 85.00 58.00 365.00 190.00 34.00 3.00 173.00 57.00 965.00 16h 5m
Resident 1.00 22.00 23.00 23m
Resident 56.00 165.00 1.00 222.00 3h 42m
Resident 17.00 4.00 59.00 80.00 1h 20m
Resident 2.00 2.00 2m
Resident 158.00 3.00 119.00 213.00 483.00 231.00 79.50 55.00 628.00 71.00 1.50 365.00 2407.00 40h 7m
Resident 3.00 3.00 3m
Resident 288.00 90.00 425.00 560.00 585.00 240.00 325.00 145.00 832.00 676.00 291.50 161.50 1078.00 5697.00 94h 57m
Resident 54.00 88.00 35.00 73.00 129.00 43.00 61.00 97.00 38.00 15.00 120.00 264.00 165.00 1182.00 19h 42m
Resident 3.00 71.00 30.00 1.00 34.00 80.00 219.00 3h 39m
Resident 36.00 36.00 36m
Resident 4.00 11.00 4.00 1.00 58.00 5.00 3.50 10.50 97.00 1h 37m
Resident 203.00 298.50 475.00 298.00 450.50 169.00 235.00 270.00 319.00 83.00 353.50 424.00 208.00 105.00 3891.50 64h 51.5m
Resident 1.00 1.00 1m
Resident 50.00 86.00 55.00 165.00 314.00 161.00 82.00 65.00 978.00 16h 18m
Resident 52.00 45.00 165.00 262.00 4h 22m
Resident 75.00 120.50 229.50 2.50 166.00 888.00 730.50 213.00 700.50 128.00 857.50 115.00 836.50 5062.50 84h 22.5m
Resident 160.00 4.00 136.00 31.00 73.00 58.00 168.00 165.00 125.00 251.00 80.00 316.00 199.00 241.00 2007.00 33h 27m
Resident 17.00 29.00 46.00 92.00 1h 32m
Resident 3.00 90.00 85.00 20.50 10.00 4.00 212.50 3h 32.5m
Resident 23.00 23.00 23m
Resident 29.00 35.00 20.00 103.00 194.00 55.00 436.00 7h 16m
Resident 4.00 4.00 4m
Resident 1.00 90.00 91.00 1h 31m
Resident 1.00 1.00 1m
Resident 1.00 30.00 24.00 35.00 90.00 1h 30m
Resident 63.00 35.00 64.00 100.00 20.00 20.00 278.00 175.00 115.00 154.00 1024.00 17h 4m
Resident 5.00 5.00 5m
Resident 35.00 1.50 36.50 36.5m
Resident 45.00 223.00 164.00 130.00 195.00 77.00 132.00 49.00 125.00 55.00 157.00 150.00 1502.00 25h 2m
Resident 40.00 170.00 210.00 3h 30m
Resident 4.00 1.00 65.00 8.00 19.00 33.00 124.50 61.00 315.50 5h 15.5m
Resident 27.00 45.00 72.00 1h 12m
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