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1.  PURPOSE:  It is the philosophy of the VA Healthcare Network Upstate New York to seek to prevent, reduce and strive to eliminate the use of restraint.  When restraint must be used it is to protect the patient’s health and safety while preserving his/her dignity, rights and well-being.  A physical restraint is defined as any method of restricting a person’s freedom of movement, activity, or normal access to his or her body.  Restraint may be used in response to emergent, dangerous behavior; as an adjunct to planned care; or as a part of standard practice that includes limitation of mobility or temporary immobilization related to medical, dental, diagnostic, or surgical procedures and the related post-procedure care processes.  Adaptive support such as postural support, orthopedic appliances, and tabletop chairs are not considered methods of restraint.

2.  POLICY:  See Attachments A, B, C.

3.  RESPONSIBILITY:  The Executive Committee of the Medical Staff at each Medical Center will ensure that data related to restraint/seclusion use will be collected and analyzed in order to monitor and improve performance. 

For additional Responsibilities see Attachments A, B. C.

4.  PROCEDURES:  See Attachments A, B, C.  

 5.  REFERENCES:  The Joint Commission on Accreditation of Healthcare Organizations (JACHO) Manual for Hospitals, 2001; Restraint and Seclusion, Third Edition 2001, Zusman, Jack, OPUS communications; Prevention through Good Practice:  Analyzing Restraint Use; JCAHO Teleconference Series-637-0099; CARF 2002 Medical Rehabilitation Standards Manual.  JCAHO Hospital Accreditation Standards, 2002; JCAHO Standards for Behavioral Health Care, 2001-2002; 38 CFR 17.33, 28 CFR Part 17, 1997.  Department of Veterans Affairs, VHA Manual M-2, Part X.  2000-2001 Comprehensive Accreditation Manual for Long Term Care, JCAHO, 1999.

6.  RESCISSIONS:  Network Memorandums 10N2-95-00, dated September 6, 2000 and 10N2-62-00, dated May 24, 2000.

7.  FOLLOW-UP RESPONSIBILITY:  Authors:  Attachment A – Mary Ann Baumgartner, RN, 585-393-7577, Attachment B - Carol Williams, MVAC Clinical Operations Manager, 315-425-2413, Attachment C – Ann Saczuk, 716-862-3296.
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NETWORK 2 BEHAVIORAL/MEDICAL VA CARE LINE 

RESTRAINT MINIMIZATION POLICY

1.  PURPOSE:  To establish Network policy for the VA Healthcare Network Upstate New York on Restraint Minimization, for Behavioral and Medical VA Care Lines.  This policy applies to any use of restraint/seclusion for behavioral health care reasons.  Behavioral health care reasons for the use of restraint/seclusion are to protect the patient against injury to self or others because of an emotional or behavioral disorder. 

2.  POLICY:  Restraint and seclusion have the potential to produce serious consequences, such as, but not limited to: physical and psychological harm, violation of patient’s rights, and even death. The Network 2 Behavioral/Medical VA Care Line Restraint Minimization Policy will set forth the policy that outlines it’s commitment to prevent, reduce, and strive to eliminate the use of restraint, prevent emergencies that have the potential to lead to the use of restraints, the role of non-physical interventions as a preferred intervention, limit the use of restraint to emergencies in which there is an imminent risk of a patient physically harming self/others, including staff, to facilitate the discontinuation of restraint as soon as possible, raise awareness among staff about the use of restraint may be experienced by the patient and preserve the patient’s safety and dignity when restraints are used.  Restraint or seclusion may not be used as a punishment, retaliation, for the convenience of staff, or as a substitute for treatment programs.  The use of restraint/seclusion is not based on a patient’s restraint/seclusion history or solely on a history of dangerous behavior.  
Definitions:

          1.  Alternative interventions are actions that modify the environment, enhance interpersonal interaction or initiate treatment so as to minimize or eliminate the problematic behaviors, which place the patient at risk of being in imminent danger.  The goal of these activities is to prevent the need for the use of restraint/seclusion.

          2.  Least restrictive approach allows for the maximum amount of freedom of movement consistent with patient safety and protection from injury.

          3.  Physical restraint refers to direct application of physical force to a patient, with or without the patient’s permission, to restrict his or her freedom of movement.  Physical restraint includes but is not limited to: locked cuff and belt, vest, soft wrist, geri-chair with tray, mitts, wheelchair pelvic roll-bar, and full side rails when used to restrain rather than enable freedom of movement or physical activities.  This definition includes locked wheelchair and tables in front of the patient if the intent is to restrict functional movement.  Under no circumstances will improvised restraints be utilized (i.e., tied bed sheet).

          4.  The standards of this policy do not apply to devices that are the usual and customary requirements of clinical practice, such as immobilizer that are associated with medical, dental, diagnostic or surgical procedure and treatment, e.g., arm boards, radiotherapy procedures, electroconvulsive therapy, maintenance of dressings. The standards of this policy do not apply when a device is used to exclusively provide adaptive support to permit a patient to achieve maximum normative bodily function; i.e., orthopedic appliances such as braces, table top chair for eating, or bed rails used to assist self turning.

          5.  Seclusion refers to the confinement of a patient in a specifically modified room, alone, for any period of time, during which he/she is prevented from leaving.

3.  RESPONSIBILITY:
     a.  The Care Line Manager will have the overall responsibility for the distribution of this policy and the education regarding restraint and seclusion practices within the Medical Center.  Additionally, they will be responsible for ensuring that their interdisciplinary treatment team members actively participate in the minimization of restraints, while protecting patients’ rights and dignity.

     b.  The interdisciplinary treatment team will be responsible for ensuring that: alternative approaches have been utilized, the restraint use is clinically indicated, and the assessment and documentation are completed per policy.

     c.  The Unit/Clinic Manager will be responsible for the monthly collection of restraint/seclusion data to:

1. Ascertain that restraint and seclusion are used only as emergency interventions.

2. Identify opportunities for incrementally improving the rate and safety of restraint and seclusion use.

3. Identify any need to redesign care processes.

4. Using a patient identifier, data on all restraint and seclusion episodes are collected monthly, for all settings/units/locations by:

a. Shift;

b. Staff who initiated the process;

c. The length of each episode;

d. Date an time each episode was initiated;

e. Day of the week each episode was initiated;

f. The type of restraint used;

g. Whether injuries were sustained by the patient or staff;

h. Age of the patient;

i. Gender of the patient;

j. Multiple instances of restraint or seclusion experienced by a patient within a 12-hour time frame;

k. The number of episodes per patient;

l. Instances of restraint or seclusion that extend beyond 12 consecutive hours, and;

m. Use of psychoactive medications as an alternative for, or to enable discontinuation of restraint or seclusion.

The above criteria will be documented for each episode of restraint or seclusion on the Restraint/Seclusion Log (Attachment A1) kept on the patient care unit/clinic.   

4.  PROCEDURES: 

a.  Restraint Sanitation

1.  To reduce the risk of cross contamination and to promote patient comfort,

sanitation protocol will be conducted as follows:

a. Multi-use restraints will be sanitized prior to individualized patient use.

b. All cloth restraints will be cleaned between individualized patient use.

c. Each unit will be responsible for the cleansing of restraints after each individual patient use, following infection control protocols.

d. Geri-chairs will be cleansed between use by nursing staff and monthly by Facilities Management.

b.  Assessment of the Patient:  

1.  An initial assessment, at the time if admission, will be conducted to obtain information that could minimize the use of restraint.  The initial assessment will include information about whether the patient is at risk of harming him/herself, or others, including staff, and identifies the following:

a.  Techniques, methods, or tools that would help the patient control his or her 

behavior.  When appropriate, the patient and/or family assists in the identification of such techniques;

b. Pre-existing medical conditions or any physical disabilities and limitations

that would place the patient at greater risk during restraint or seclusion;

c. Any history of sexual or physical abuse that would place the patient at

greater psychological risk during restraint or seclusion.  

2.  As part of the initial assessment, the patient will be assessed by the Registered Nurse to determine whether he/she has an advance directive with respect to behavioral health care.  This information will be communicated to the direct care staff and will be documented in the patient’s medical record.  

3.  The patient and/or family will be informed of the Medical Center’s philosophy on the use of restraint and seclusion to the extent that such information is not clinically contraindicated.  This information will be documented in the patient’s medical record.  

4.  The role of the family, including their notification of a restraint or seclusion episode, is discussed with the patient and as appropriate, the patient’s family.  This is done in conjunction with the patient’s right to confidentiality.  

c.  Care of the Patient:

1.  Restraints/seclusion will only be used as a last resort for patients who are an imminent risk of danger to self or to others.  All other alternative interventions will be explored/used prior to the application of restraint/seclusion.  Least restrictive alternative interventions may include, but are not limited to: calm voice, reassurance, active listening, decrease stimuli, offering choices to maintain control, use of staff members with good rapport, responsiveness to patient concerns, explanation of consequences, clear directions, and medication.

  2.  Prior to the use of restraint/seclusion, the relative contraindications for each will be considered by the attending physician, the Behavioral VA Care Line (BVAC) psychiatrist or the MOD/NPOD, on an individual basis.  For restraint these may include; physical or medical conditions, medication that may impair thermoregulation, very hot and/or humid environmental conditions, and fragility of the skin.  Relative contraindications for seclusion may include; self-abusive or suicidal behavior, senile dementia, or other conditions rendering the individual more vulnerable to reduced sensory input.

3.  When there is an emergent situation and the patient is in immediate risk of losing behavioral control, the registered nurse will assess the patient and document his/her findings.  Nursing staff will implement least restrictive interventions.  The patient’s rights, dignity and well-being will be preserved to the greatest extent possible.  In emergencies, a competent registered nurse (i.e., a registered nurse who, in the absence of a licensed independent practitioner, is trained and competent to initiate restraint/seclusion, perform evaluations/re-evaluations and determine readiness for discontinuation or establish the need to secure a new order) will:

a. Assess the situation;

b. Initiate the use of restraint or seclusion before an order is written;

c. Supervise the application of physical restraints/seclusion


4. To ensure patient safety, patients will be placed in VA pajamas, all sharps, smoking materials, shoes, socks, jewelry, glasses, other prosthetics, and any other personal items, including dentures will be removed. 


5. Restraints or seclusion will be utilized only after an assessment of need and in the presence of a registered nurse.  As soon as possible after the initiation of restraint or seclusion, but no later than one hour after initiation, the qualified registered nurse will notify and obtain an order, (verbal or written) and consult with the licensed independent practitioner about the patient’s physical and psychological condition.  This contact must be documented in a progress note in the patient’s medical record.  The licensed independent practitioner must:

a.   Review with staff the physical and psychological status of the patient;

b.   Determine whether restraint/seclusion should be continued;

c.   Supply staff with guidance in identifying ways to help the patient regain

control in order for restraint/seclusion to be discontinued;

d. Supply an order, the time limitation of the restraint is 4 hours for patients 18 years and older;

e. Notify the patient’s family promptly of the initiation of restraint/seclusion if the patient has consented to have the family informed regarding his/her care and the family has agreed to be notified.


6. The order will be documented on GUI/CPRS under the title of restraints, which identifies time, rationale, and behaviors.  RN staff members implement these orders.  No PRN orders are allowed for restraints/seclusion.

7. Verbal or written orders for restraint/seclusion will be valid for no greater than 4 hours.  The licensed independent practitioner will conduct an in-person evaluation of the patient within 4 hours of initiation of restraint/seclusion.  The licensed independent practitioner will work with the patient and staff to identify ways to help regain control, make any necessary revisions in the patient’s treatment plan and if necessary, provide a new order limited to 4 hours for the patient.

8. The licensed independent practitioner will conduct a face-to-face re-evaluation of the patient in restraint/seclusion at least every eight hours to assess the physical and psychological status and documents this information in the medical record.  The licensed independent practitioner will re-evaluate the physical and psychological status of the patient; whether restraint/seclusion needs to be continued, efficacy of the patient’s treatment plan and will work with the patient to identify ways to help him/her gain control.  

9. Following the application of restraints/seclusion, the RN will document in the Restraint Progress Note – Initiation; the reasons for the restraint/seclusion, de-escalation interventions used and their effect, the explanation given to the patient of the reason for restraint/seclusion use, criteria for removal, and the patient’s expressed understanding of this information.

10. During the use of any restraint/seclusion, the RN may, following a face-to-face assessment of the patient, initiate a trial release from restraint/seclusion if indicated.   The original restraint/seclusion order will still be current if, within the time frame of the original order, behaviors that initially prompted the restraint/seclusion order are evident and alternative interventions have been ineffective.  If a trial release and re-application are used, the order remains valid for only the 4 hours (or less as ordered) from the original time-limited order. 

11. Full restraints, seclusion, and ambulatory cuff and belt restraints require 1:1 observation.  Patients in restraint/seclusion must be assessed at the initiation of the restraint/seclusion and every 15 minutes thereafter.  

12. The 15-minute screen will be documented on the Behavioral Patient Care Flow Sheet - Physical Restraint/Seclusion (Attachment B).  Patient’s rights dignity, and well-being will be preserved to the greatest extent possible.  Patients who are placed in full restraints will be placed in a private room.  The nursing staff member who is assigned to constant observation will sit in the doorway with the door ajar so as to allow for maximum patient safety while still maintaining privacy from others.  

13. Patients must be released from physical restraints at least every 2 hours and PRN.  Patients in full restraint must have all involved extremities released, rotating one limb at a time, for 15-minute intervals, every 2 hours. 

14.  If restraint/seclusion orders remain active for 12 hours, or if more than 2 or more separate episodes occur within 12 hours, the licensed independent practitioner will notify the Behavioral Health Care Line Manager/designee.  The BHCL Manager/designee will review the use of restraint/seclusion and make recommendations as needed.  Thereafter, the BHCL Manager will be notified every 24 hours if either of these conditions continues.  

15.  Following the initiation of each episode of restraint/seclusion, all staff members and the patient who were directly involved will participate in a debriefing session, as appropriate the patient’s family will also participate.   The debriefing is important in reducing the recurrent use of restraint/seclusion.   The debriefing occurs as soon as is possible and appropriate, but no longer than 24 hours after the episode.  The debriefing is used to:

a. Identify what led to the incident and what could have been handled

differently;

b. Ascertain that the patient’s physical well-being, psychological comfort, and the right to privacy were addressed;

c. Counsel the patient involved for any trauma that may have resulted from the incident;

d. When indicated, modify the patient’s treatment plan; and 

e. Information obtained from debriefings is used in performance improvement activities.  

f.  At the conclusion of each episode of restraint/seclusion, the RN will document in the Restraint Progress Note – Discontinuation, the patient’s status and the debriefing of the patient.  The goals of this debriefing will be to minimize potential psychosocial sequelae, determine patient and/or family preferences, and to elicit insights related to prevention. 

g.  In the event of injury and/or death during the use of a physical restraint/seclusion, the Nurse Manager, Patient Care Coordinator or Charge Ward Nurse will complete VA Form 10-2633 (Patient Incident Report) and immediately notify the BHCL Manager for further action and/or notification to the appropriate external agencies. 

h.  Adequate staff will be assigned in order to meet the needs of patients relative to the prevention of use of restraint/seclusion. Adequate staff will be assigned to supervise the patient once the restraint/seclusion has been ordered.   During the application of restraint/seclusion, a Behavioral Emergency Response Team (BERT) Code may be initiated.  As soon as possible following application of the restraint/seclusion, the charge nurse will notify the Nursing Supervisor/designee to inform him/her of the application of the restraint/seclusion.  The Nursing Supervisor/designee will ensure that adequate staff is made available.  


d.  Documentation Review: The Medical Records Review Team will be responsible for conducting monthly medical record reviews of all restraint/seclusion use due to problematic behaviors, in order to monitor compliance with this policy, the report will include analysis of the findings and action plan for improvement when indicated.  Findings of these reviews will be shared monthly with the Medical Record Committee and the Executive Committee of the Medical Staff.  The reviews will be documented on the Restraint/Seclusion Medical Record Review Sheet (Attachment A3) and will include:


1.  That the patient and/or family was informed of the organization’s policy on the


      use of restraint/seclusion;

2. Any pre-existing medical conditions or any physical disabilities that would place the patient at greater risk during restraint/seclusion;

3. Any history of sexual or physical abuse that would place the patient at greater psychological risk during restraint/seclusion; and


4.  Each episode of use is documented and includes information about:



a.  The circumstances that led to their use;

b. Consideration or failure of non-physical interventions;

c. The rationale for the type of physical intervention selected;

d. Notification of the patient’s family, when appropriate;

e. Written orders for use;

f. Behavior criteria for discontinuation of restraint/seclusion;

g. Informing the patient of behavior criteria for discontinuation of restraint/seclusion;

h. Each verbal order received from a licensed independent practitioner;

i. Each in-person evaluation and re-evaluation of the patient;

j. 15 minute assessments of the patient’s status;

k. Assistance provided to the patient to help him/her meet the behavior

      criteria for discontinuation of restraint/seclusion;

l. Continuous monitoring;

m. Debriefing of the patient with staff; and

n. Any injuries that are sustained and treatment received for these    injuries, or death.

e.  Education:

1. Nurse Managers on each unit will assure that ward staff is educated and their competence assessed regarding minimizing the use of restraint/seclusion.  All direct care staff involved in the use of restraint/seclusion will receive ongoing training in and demonstrate an understanding of the following:

a. The underlying cause of threatening behaviors exhibited by the patients they serve;

b. The behaviors may be related to medical conditions as opposed to emotional conditions (i.e., threatening behavior resulting from delirium in fevers, hypoglycemia’s, etc.);

c. How staff behaviors can affect the behaviors of the patients they serve;

d. The use of de-escalation, mediation, self-protection, and other techniques, such as time out;

e. Recognizing signs of physical distress in individuals, who are being held, restrained or secluded.  

2.  Staff authorized to physically apply restraints will receive training and demonstrate the competence cited in e.1.a.-e. above and also receive training in and demonstrate competence in the safe use of restraint/seclusion, including physical holding techniques, takedown procedures, and the application and removal of mechanical restraints.  

3.  Staff authorized to perform 15-minute assessments of patients in restraint/seclusion will receive training and demonstrate competence cited in e.1.a.-e. above and also receive training and demonstrate competence in:

a.  Recognizing nutrition/hydration needs;

b. Checking circulation and range of motion in the extremities;

c. Taking vital signs and interpreting their relevance to the physical safety of the patient in restraint/seclusion;

d.  Addressing hygiene and elimination;

d. Addressing physical and psychological status and comfort;

e. Assisting patients in meeting behavior criteria for the discontinuation of restraint or seclusion;

g.  Recognizing readiness for the discontinuation of restraint/seclusion;

h. Recognizing signs of any incorrect application of restraints; and

i. Recognizing when to contact a medically trained independent licensed practitioner in order to evaluate and/or treat the patient’s physical status.

4.  Registered nurses, who in the absence of a licensed independent practitioner, are authorized to initiate restraint/seclusion and/or perform evaluations/re-evaluations are trained and demonstrate competence cited in e.1.a.-e. above and also receive training and demonstrate competence in:

a. Recognizing how age, developmental considerations, gender issues, ethnicity, and history of sexual or physical abuse may affect the way in which a patient reacts to physical contact; and

b. Using behavior criteria for the discontinuation of restraint/seclusion and how to assist patients in meeting these criteria.

5.  A sufficient number of staff that has direct care responsibility receive additional training on and are competent to initiate first aid and cardiopulmonary resuscitation.  

6.  Staff education and training will include the viewpoints of individuals who have experienced restraint/seclusion in order to help staff better understand all aspects of restraint/seclusion use.  

5. REFERENCES:  JCAHO Hospital Accreditation Standards, 2002; JCAHO Standards for Behavioral Health Care, 2001-2002; 38 CFR 17.33, 38 CFR Part 17, 1997.

6. RESCISSIONS:  Network Memorandum 10N2-95-00.

7.
FOLLOW-UP RESPONSIBILITY:  Author – Mary Ann Baumgartner, RN (585) 393-7577.

 ATTACHMENTS:  Attachment A1 – Restraint/Seclusion Log                                                 

                               Attachment A2 – Behavioral Patient Care Flow Sheet – Physical  

                                                           Restraint/Seclusion

                               Attachment A3 – Restraint/Seclusion Medical Record Review Sheet


	Pt ID (First Initial of Last Name & last four SSN)
	M/F & Age
	Type used
	Reason for restraints
	Alternative intervention used prior to restraints/seclusion (see below)
	Date restraint ordered/ initiated
	Time of order
	Time restraints were initiated
	Shift  

(N, D, E)
	Day of week
	RN present when applied
	Injuries sustained during application/ episode (Yes or No)
	Date/Time D/C’d
	Length of time in restraints (hours & minutes
	Risk Mgr notified (see below)

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Alternative Interventions Key:

1 - Calm voice

2 - Reassurance

3 – Active listening

4 – Decrease stimuli

5 – Offer choices to maintain control
	
	6   – Use of staff member with good rapport

7   – Responsiveness to pt. concerns

8   – Q15min checks

9   – SO 1:1 observation

10 – Explain consequences
	
	11 – Clear directions

12 – Medications

13 – Other (explain)


	Risk Manager Key:

T – Telephone

E – E-mail

IP – In Person




Behavioral Patient Care Flow Sheet

Physical Restraint/Seclusion

	KEY
	Locked Restraints_______________ Seclusion __________________________

Wrist __________________________Belt ______________________________

Vest ___________________________Geri-Chair ________________________

Locked Table _____________________Wheelchair Bar ___________________

	Date/Time:

Applied __________________

Date/Time:

Discontinued ______________
	1.  Reason for restraint/seclusion:

	
	2.  De-escalation techniques utilized:

	
	3.  Patient_____ Significant Other ______ instructed about restraint/seclusion applications

	
	4.  Plan for discontinuation of restraint/seclusion:

	RN Signature:                                                                                                      Date:

	15 Minute Intervals

Time
	0
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	Patient Assessed

M=Maintain

R=Remove
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Restraint Care q2hrs

Vital Signs q4hrs
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	Bathed/Showered
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Toileted/Voided
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	IMPRINT PATIENT DATA CARD (Name, Address & Social Security Number)


	MEDICAL RECORD

NURSING DOCUMENTATION


	
          DATE:
	Q4h. (RN Provider Assessment Note)

	(15 minute intervals)              Time
	0
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	1
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0
	1

5
	3

0
	4

5
	

	Patient Assessed

(M=Maintain, R=Remove
	
	
	
	
	
	
	
	
	

	Restraint Care q 2 hrs.

(vital signs q shift)
	
	
	
	
	
	
	
	
	

	Removed for trial period

1:1 observation/other
	
	
	
	
	
	
	
	
	

	Seclusion Restraint Broken q 2 hr
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	Hour Q4
	
	

	Temp (C.)
	
	

	Pulse Rate
	
	

	Resp. Rate
	
	


                                                                                                                                                          

	
	Record 

1
	Record

 2
	Record

 3
	Record 

4
	Record 

5
	Record 

6

	Patient and/or family informed of the policy on restraint/seclusion use
	
	
	
	
	
	

	Pre-existing medical conditions/physical disabilities placing the patient at greater risk during restraint/seclusion use
	
	
	
	
	
	

	History of sexual/physical abuse placing the patient at greater psychological risk during restraint/seclusion use
	
	
	
	
	
	

	The circumstances that led to restraint/seclusion use
	
	
	
	
	
	

	Consideration or failure of non-physical interventions


	
	
	
	
	
	

	Rationale for the type of physical intervention selected
	
	
	
	
	
	

	Notification of the patient’s family, as appropriate


	
	
	
	
	
	

	Written orders for use


	
	
	
	
	
	

	Behavior criteria for discontinuation of restraint/seclusion
	
	
	
	
	
	

	Informing the patient of behavior criteria for discontinuation of restraint/seclusion
	
	
	
	
	
	

	Each verbal order received from a licensed independent practitioner
	
	
	
	
	
	

	Each in-person evaluation and re-evaluation of the patient


	
	
	
	
	
	

	Every 15 minute assessments of the patient’s status
	
	
	
	
	
	

	Assistance provided to the patient to help him/her meet the behavior criteria for discontinuation of restraint/seclusion
	
	
	
	
	
	

	Continuous monitoring


	
	
	
	
	
	

	Debriefing of the patient with staff


	
	
	
	
	
	

	Any injuries sustained and treatment provided


	
	
	
	
	
	


NETWORK 2 RESTRAINT MINIMIZATION POLICY FOR ACUTE MEDICAL/SURGICAL HEALTH AREAS

1.  PURPOSE:  To establish Network policy for the VA Healthcare Network Upstate New York on Restraint Minimization for acute medical/surgical areas. 

2. POLICY:
a. It is the policy of this Network to provide the safest, most therapeutic and least

restrictive environment for our patients.  It is recognized that there is a need to guarantee all patients their human and civil rights, and that restraints are used only as a last resort, when less restrictive interventions are ineffective.

b. The use of physical restraints requires a time limited order and documented clinical justification. The use of physical restraints may be used for behavioral health reasons or medical surgical reasons.  


c. The rationale for the use of restraints addresses that less restrictive interventions have been unsuccessful.


d. Restraints will not be used as punishment, forms of discipline or for the convenience of the staff, nor in a manner that causes undue physical discomfort or harm to the patient.  The patient’s rights, dignity and well being will be protected during restraint use.  


e. The use of seclusion is limited to inpatient psychiatry and the Emergency Room.


f. Definitions:  

1.  Physical Restraints: Any method of physically restricting a person’s freedom of movement, physical activity or normal access to his or her body.

2. Restraint use for medical or surgical purposes: when the primary reason for the use of the restraint directly supports medical healing.

3. Restraint use for behavioral health care reasons: when the use of restraint is primarily used to protect the patient against injury to self or others because of an emotional or behavioral disorder.

4. Restraint Exceptions:

a. Medical Immobilization Devices:  Devices that are usually and customarily used during medical diagnostic and/or surgical procedures that are considered a regular part of the procedure.  Examples include body restraints during surgery, the use of an arm board to immobilize an IV insertion site, or immobilization of body parts for a MRI.

b. Adaptive Support: Devices or mechanisms used to compensate for a purely physical condition.  Examples include traction, CPM machines.

           5.  Licensed Independent Practitioner (LIP): any individual permitted by law and the organization to provide care and services, without direction or supervision, within the scope of the individual’s license and consistent with individually granted clinical responsibilities or privileges.

            6.  Qualified Staff: Staff that has been trained and demonstrates competence in the proper use of restraints.

3.  RESPONSIBILITY:
a.  The Care Line Manager will have the overall responsibility for the distribution of this policy and the education regarding restraint practices within the Medical Center. Additionally, they will be responsible for ensuring that their staff participates actively in the minimization of restraints, while protecting patients’ rights and dignity. The CLM will also be responsible for monitoring and reporting restraint use within the care line on a regular basis, and report it to their local Executive Committee.

b.  The Executive Committee of the Medical Staff will review and approve all clinical protocols as appropriate.

4.  PROCEDURES:

a.  Assessment:

1.  The clinical assessment of the patient is completed by the qualified RN and/or the LIP prior to the application of restraints.  This assessment will be documented in the patient’s medical record and will include the rationale for use and address the unsuccessful attempts of less restrictive and/or preventative methods that may include:  (least restrictive measures)

· Reorientation

· Closer observation (move patient closer to nurses’ station)

· Environmental modifications (night light, decrease stimuli)

· Diversional activities (TV, radio, magazines, crafts, roommate)

· Sitters (family, volunteer)

· Abdominal binder for patient who may try to remove PEG

· Unsecured hand mittens

· Camouflage site or tubing as needed

· Medications as ordered which are administered as a part of the patient’s standard treatment and not to restrict the patient’s freedom of movement

· Provide exercise

· Consult PT/OT/RT

· Toileting schedule

· Assessment for underlying causes (abnormal lab values, oxygen status, medications)

b.  Initiation of Restraints:

1.  
Restraint orders will be entered into the computerized medical record.  The LIP will be responsible for assuring the information is filled out correctly and signed. The qualified RN will verify the order.

2.
The Licensed Independent Practitioner will write an order which:

a.  For medical surgical purposes is

· Dated and time limited for a maximum of one calendar day

· Indicates the type of restraints to be used

· Indicates the reason for use

b. For behavioral health care reasons is

· Dated and time limited for four hours

· Indicates the type of restraint to be used

· Indicates the reason for use

            3.  When the patient’s physician is not immediately available to assess and determine the need for restraints for the patient, the qualified RN may initiate the use of restraint intervention.

a.  For Medical surgical purposes

· The qualified RN must notify the LIP and obtain a verbal or written order within 12 hours

· A face-to-face evaluation must be done by the LIP within 24 hours

· The order will be renewed every calendar day based on exam of the patient by the LIP

· If the restraint was initiated based on an acute change in the patient’s condition, the LIP will be notified immediately

b.  For behavioral health reasons

· The qualified RN must notify the LIP and obtain a verbal or written order within 1 hour

· A face-to-face evaluation will be done within four hours and every four hours thereafter

· The face-to-face may be alternated between a qualified RN and the LIP

· The LIP must do a face-to-face assessment of the patient at least every eight hours 

4.  PRN restraint orders are strictly prohibited.  

c. Monitoring:  The qualified RN will:

           1.  Assess the patient’s condition prior to implementing restraints, and document the assessment in the medical record; including the rational for use and address the unsuccessful attempts of least restrictive and/or preventative methods attempted.  

2.  
Ensure that all restrained patients with behavioral health reasons needs are monitored every 15 minutes. These patients will also be monitored on a continuous one to one basis. Assessments and interventions will be documented.  

3.  
Ensure that all restrained patients for medical or surgical purposes are monitored every two hours.  Assessments and interventions will be documented.   

4.
Education will be provided to the patient/family as soon as appropriate regarding:

a.  The implementation of restraints  


b.  The reason(s) for being placed in restraints.

c.  The behavior(s) required for removal of restraints.  

            5.  The qualified RN will re-assess and document the continual need for restraints placed on patients for medical or surgical purposes at least every calendar day. The note will include the need to continue the order, results of patients monitoring, reassessment, and significant changes in a patient’s condition.

d. Release Criteria:

1. The qualified RN is authorized to release restraints if the patient no longer requires the use of restraints. If the RN assesses that the restraint needs to be reapplied, a new order is not needed if it is reapplied within

· One calendar day for medical surgical purposes

· Four hours for behavioral health reasons

2. Any of the following criteria will determine early release

· The patient is demonstrating good control while in restraint and during brief periods of release for purpose of range of motion, toileting, etc

· The patient understands expectations for behavior and control and agrees to comply

· Alternative, least restrictive measures are effective

e. Protocols:

1.  Clinical protocols for restraint use may be used in the critical care areas once approved by the local Medical Executive Committee. The RN may initiate the use of limb restraints in the critical care unit once the protocol is ordered by the LIP if both of the following criteria are met

                 a.  The patient is anxious, combative or attempting to self-extubate or to remove invasive lines/tubes.

                  b.  The patient is confused, disoriented and does not respond appropriately to verbal commands.

2.  The limb restraint will be released when either of the following criteria is met

a. The patient is no longer anxious or combative, and/or

                 b.  The patient displays no indication of removing the endotracheal tube or invasive lines/tubes. 


3.  If the patient does not meet the protocol criteria, the LIP will write a restraint order as defined in this policy.


4. If a clinical protocol is used, it will be referred to in the clinical record. 

5. The Medical Executive Committee must approve all clinical protocols.


6. The Clinical Protocol only has to be ordered once by the LIP. Once the Protocol is ordered by the LIP it does not require a daily renewal for a restraint, as it is part of the protocol which is good until it is discontinued.


7. The criteria for monitoring, assessment and documentation of a patient in restraints under a clinical protocol will be the same as that for a patient in restraint for medical or surgical purposes.

f.  Safety:

1.  Ongoing quality improvement monitors will be in place to assure compliance with this policy.

2.
Patients will not be restrained in the prone position.

3.  The use of vest restraints is discouraged.


4.  Harmful materials will be removed from the bedside of patients who are confused and/or restrained.

g.  Training:  Training will be performed to include: 

· Training of staff who are authorized to physically apply restraints

· Training for staff who are authorized to perform the 15 minute assessments or monitor patients

· Training for staff who are authorized to initiate restraint and perform evaluations and reevaluations

5.  REFERENCES:  The Joint Commission on Accreditation of Healthcare Organizations (JCAHO) Manual for Hospitals, 2001; Restraint and Seclusion, Third Edition 2001, Zusman, Jack, OPUS Communications; Prevention through Good Practice: Analyzing Restraint Use; JCAHO Teleconference Series-637-0099; CARF 2002 Medical Rehabilitation Standards Manual.

6.  RESCISSION:  Network Memorandum 10N2-95-00 dated September 6, 2000

7.  FOLLOW-UP RESPONSIBILITY: Carol Williams, MVAC Clinical Operations Manager at Syracuse; 315-425-2413.  

8.  AUTOMATIC RECISSION DATE:  

ATTACHMENT:  Attachment B1 – Standard Operating Procedure for Restraint  

                                    
            Minimization on Med/Surg Units

Standard Operating Procedure for Restraint Minimization on Med/Surg Units


EXTENDED CARE POLICY ON PHYSICAL RESTRAINTS

1.  PURPOSE:  To establish policy and assure optimal quality of life and level of functioning for extended care patients.  The VA Healthcare Network provides patients with considerate and respectful care designed to promote the patient’s independence and dignity in the least restrictive environment commensurate with the veterans preference and physical and mental status.  This policy applies to all Geriatrics and Extended Care patients and to all staff caring for them.

2.  POLICY:

     a.  Geriatrics and Extended Care Line (GEC) leaders and staff recognize that using restraints has the potential to produce serious consequences, such as physical and psychological harm, loss of dignity, violation of an individual’s rights, and even death.  Due to the associated risks and consequences of use, the Geriatrics and Extended Care Line is committed to reducing the use of restraints.  Protection of the patient’s health and safety, while preserving dignity, human rights and well being, is considered at all times.  Alternatives to restraints will be explored before initiating the use of restraint.  Restraint is limited to those situations where adequate and appropriate clinical justification can be demonstrated.

     b.  Physical restraints WILL NOT BE USED:
1. For staff convenience.

2. For purposes of discipline or as a substitute for direct care, activities and other services.

3. In situations where restraint is based solely on a request from a patient’s representative.

     c.  Physical restraints MAY be used:

1. When alternatives to restraints are not effective, as determined by the Interdisciplinary Team, and a plan with period for removal of the restraint is in place.

2. When necessary to ensure the safety of the patient, other patients, and staff.

3. When an assessment by a medical practitioner determines restraints are necessary to promote treatment of a medical need.

4. Only after the patient or designated representative agrees to this treatment alternative, except in emergencies.

d. Physical restraints that are NEVER USED are:

1. Locked leather restraint.

2. Houdini restraints.

3. Seclusion.

4. Restraints other then a manufactured restraint (i.e. bed sheets, blankets, and belts).

DEFINITIONS:  A physical restraint is defined as any manual method or physical or mechanical device, material or equipment attached or adjacent to the patient’s body that the patient/resident cannot easily remove which restricts freedom of movement or normal access to one’s body (i.e. lap top geriatric chair).

3.  RESPONSIBILITIES:


     a.  The Geriatrics and Extended Care Line Manager, is responsible for:

          1.  Implementing this policy.

          2.  Reviewing patients in restraints on a monthly basis.

          3.  Investigating unusual or prolonged patterns in the utilization of restraints.

          4.  Assessing complex patient care situations, meeting with staff and families when necessary to facilitate discussion of patient needs, and assisting staff and families in reaching consensus on decisions related to use of restraints.

     b.  The Medical Practitioner (Physician, Nurse Practitioner or Physician Assistant) is responsible for:

          1.  Assessing patients for alternatives to restraints.

          2.  Obtaining informed consent from the patient or family for application of a restraint device (Attachments C-1, C-3).

          3.  Initiating a valid order for restraint.

          4.  Reevaluating, in conjunction with nursing staff at a minimum of every 30 days, of the need for continued use of the restraint and the plan to remove the restraints.

5. Educating the patient and/or family about the use of restraints (Attachment C-2).



     c.  The Registered Nurse is responsible for: 

1. Assessing the patient’s condition and clinical situation to determine alternative to restraints.

2. Assuring that informed consent for use of the specific restraint has been obtained before the restraint is applied.

3. Educating the patient and family about the use of restraints. (Attachment C-2).

4. Assuring the correct application of the physical restraint if ordered.

5. Monitoring patient’s response to the physical restraint.

6. Monitoring as follows:

a. Release as frequently as necessary to meet the patient’s care needs, but at least every two hours.  While the resident is asleep in bed, release as indicated by the patient’s condition and needs.

b. Provide the patient with a change of position, ambulation, toileting, and/or exercise at the time of release.

c. Observe the patient at the time of dressing and undressing for evidence of any pressure problems or skin abrasions.

          7.  Assuring documentation of the use of and release from restraints each shift by staff caring for the patient.

          8.  Documentation and analysis of any falls occurring while the patient is restrained.  (Attachment C-4)

     d.  The Interdisciplinary Team is responsible for:

1. Assessing the patient’s condition and situation to find alternatives to restraints.

2. Assessing effectiveness of alternatives used.

3. Determining the type of restraint to be used if alternatives failed.

4. Develop strategies to discontinue use of device.

5. Educating the patient and family about the use of restraints (Attachment C-2).
6. Documenting the discussion of the team and recommendations made related to the use of a device.
7. Assessing continued need for the device and its appropriate application.

8. Reassessing alternatives to restraints or the continued use of restraints every 30 days.

9. Determining the need for consultation from disciplines outside of the team, such as psychology and psychiatry.

4. PROCEDURES:

     a.  In non-emergent situations the Interdisciplinary Team will assess the patient and make every effort to use techniques and equipment other than physical restraints to ensure safety and maximum mobility.  Restraints will be used only in unusual circumstances and only after all reasonable less restrictive alternatives have been considered and rejected for reasons related to the patient’s well being.  This must be documented, showing evidence of consultation with appropriate professional staff, including but not limited to physical therapy, and/or occupational therapy, social work, nursing, medical practitioner, patient and/or significant other.  

If a more restrictive restraint would promote greater functional independence, lesser restrictive measures will not be recommended by the Team (i.e. lap tray holding control for electric wheelchair).  If a restraint is to be used, the medical practitioner will write a valid order and the Interdisciplinary Team will develop a plan and period for removal.  The restraint will be implemented only after the patient or designated representative, to the extent permitted by law, agrees by signed consent to this treatment alternative, except in an emergency in accordance with this policy.

     b.  If it is determined that a restraining device is indicated, it will be prescribed by the patient’s Medical Practitioner and will be time limited.  Some devices such as side rails or wedge cushions that are used mainly as positioning aids are also considered restraints if they limit the mobility of the patient.  If the patient or designated representative refuses this treatment after implementation, the usage will be stopped immediately.


c.  In emergent situations when a medical practitioner is not immediately available, a registered nurse may initiate a restraint in consultation with another registered nurse or supervisor.  When a restraint has been initiated without an order, the medical practitioner must be notified within twenty-four (24) hours.  The emergency restraint will be re-evaluated each shift by registered nurses, and by the Interdisciplinary Team on the next administrative day.  An emergency situation would temporarily override a family or patient representative decision not to consent to restraint use.  If there is an immediate danger to a patient’s health or safety, or the health and safety of other patients or staff, an emergency restraint may be used.  When the need for the emergency restraint is resolve, the restraint will be removed.  The treatment team will initiate discussion with the family to make them aware of the restraint use and document the care issues in the patient record.


d.  All patients in restraints must have monthly (30 day) re-evaluation by the Interdisciplinary Team with a plan for eventual removal of the restraint.


e.  A valid order will contain the following:

1. Date and time of the order.

2. Type of restraint to be used.

3. Reason for the restraint (i.e. “for protection of self,” “for protection of others,” or “for the prevention of tube dislodgment”).

4. When the restraint is to be used (i.e. “when out of bed in chair,” or “when in bed”).
5. Length of time for the restraint not to exceed 30 days.

6. Medical practitioner’s signature.

     f.  A progress note by the medical practitioner based on the assessment must accompany an order for restraint and contain the following elements:

1. Date and time the note was written.

2. Description of the medical condition or resulting behavior that led to initiation of restraint.

3. Statement that less restrictive measures (i.e. bed check alarm or wanderguard) were attempted and failed, or were inappropriate for the situation.

4. Medical practitioner’s current assessment of the patient and the situation.

5. Plan including the reason for the restraint, when it is to be used and the time limit of its duration.

6. Statement of medication adjustments and rationale.

7. Medical practitioner’s signature.

     g.  Staff members who initiate or terminate restraints will have documented training on the proper use and application.  All restrained patients must be supervised by a registered nurse.  During periods of restraint, Geriatrics and Extended Care staff will provide close observation of the patient’s condition and needs, including circulation, range of motion, hydration, feeding, and toilet use.  Nursing staff will observe and record the patient’s status and will document observations, assessment, and patient’s condition.

     h.  The Care Line Manager will designate a staff member to be responsible for tracking use of use on the inpatient units.  A report is submitted quarterly to the Geriatrics and Extended Care Line.

5.  REFERENCES:


Department of Veterans Affairs, Veterans Health Administration Manual M-2, Part X;

2002-2003 Comprehensive Accreditation Manual for Long Term Care, Joint Commission on Accreditation of Healthcare Organizations, 2001

6.  RESCISSIONS:   None

7.  FOLLOW-UP RESPONSIBILITY: Geriatrics and Extended Care Line.  Author:  Ann Saczuk,  (716) 862-3297.

8. AUTOMATIC RESCISSION DATE: February 2006

ATTACHMENTS:  Attachment C1 – Consent for Restraint

                              Attachment C2 – Restraints 

                              Attachment C3 – VA Healthcare System Upstate New York

                              Attachment C4 – Physical Restraints/Protective Devices 

                                                          Monitoring in Patient Falls

CONSENT FOR RESTRAINT

The Interdisciplinary Team responsible for the care of  _____________________________________                                                                                                

                             (Patient’s Name)

has made the decision that use of a  ____________________________________________ device is

                            (Type of Restraint)

necessary for the safety of the patient.  This decision was based upon the assessed needs of the patient, which have been documented in the plan of care.  Alternatives to the use of a restraining device have been thoroughly explored and attempted, and are documented in the patient record.

Provider Check Below:

_____  The use of this restraining device will be reviewed every 30 days to determine need for continuation of the order.

_____  Patient and/or family have received the education booklet, “RESTRAINTS” and verbalized understanding of the contents.

Patient/Family Check Below:

_____  I give consent for application of this restraint device.
SIGNATURES:

____________________________________________________________​​     ____​​​

(Patient)                                                                                                              (Date)

____________________________________________________________     ____

(Family Member)                                                                                                (Date)

____________________________________________________________     ____

(Provider- MD, NP, PA)                                                                                      (Date)

RESTRAINTS

The philosophy of the VA Healthcare System Upstate New York is to assure patient’s rights.  Therefore, the use of restraint devices is a last resort to address safety needs.

Restraints are used to protect a patient from injury when other attempts have failed.  Safety belts and safety vests are most commonly used, as are locking tray tables.

The Doctor, Nurse Practitioner or Physician Assistant will discuss the restraint with the patient and/or family and will explain why it is used.

The patient and/or family may refuse restraint.
When a restraint is being used:

(  The Doctor, Nurse Practitioner or Physician Assistant will re-evaluate the need to continue using the restraint.


(  The Nurses will continue to try other methods to insure safety so that the restraint can be removed.


(  The Nursing Staff will be especially attentive to the patient’s need for toileting and movement/exercise.


(  During the day and evening, the restraint will be released every 2 hours to allow for freedom of movement.


(  The Team will continually observe the patient to determine the earliest opportunity to stop using the restraint.

Family will be given instructions about having the restraint removed while they are visiting the patient.

If the Patient or Family changes his/her mind about the use of a restraint, they may request discontinuation of its use.  The Doctor, Nurse Practitioner or Physician Assistant will discuss the decision with them.

Our goal is to keep patients safe and comfortable without using restraints.

VA  HEALTHCARE SYSTEM UPSTATE NEW YORK

Letter to family requesting consent

TO:  __________________________________________________________________

RE:  __________________________________________________________________

                                                           (Patient’s Name)

One of the goals of the Transitional Nursing Home Care Units at the VA Healthcare System is to promote an environment that is comfortable and safe for residents.

We strive for restraint free care when possible, to promote independence and personal dignity.  

We assess each resident’s needs and develop a care plan specifically for him/her.

After careful review, the Team has determined that __________________________

                                                                                                   (Patient’s Name)

needs a ___________________________________ restraint for safety.

                              (Type of Restraint)

The use of this restraint will be reviewed every month and discontinued as soon as possible if the situation changes.

Your written approval of our use of this restraint is required.  Please read the enclosed educational information and consent form.

If you have questions, you may call the Head Nurse: ______________________, at  _______________.

Please review and sign the consent form, and mail it to us in the enclosed postage free envelope by ______________.  



(Date)

We appreciate your cooperation.

PHYSICAL RESTRAINTS/PROTECTIVE DEVICES MONITORING IN PATIENT FALLS

Please circle or fill in the blanks.

1. Patient ID:________________ (Last Initial + Last 4 SS #)

2. Incident Type:____________________

3. Time of incident: ____________

4. Type of restraint or safety device in use at time of fall?  (May be more than one)

Posey Vest          
Geri-chair with locking tray tables      
Merry Walker        

Lap Belt          
Waist Restraint

Wrist Restraint         Ankle Restraint       Other_____________
5.   Was there an order for the restraint/device?  Yes      No

       
Which one(s)? __________________________________

6. Was Consent for Restraint (GEC only) signed and in the medical record?  Yes   No   NA

7. What was the restraint’s effect on the patient’s fall?

a. Had no impact

b. Minimized the severity of the injury

c. Prevented the patient from becoming injured

d. Caused additional injury.

e. Contributed to the patients fall (e.g. fall resulted when trying to undo the restraint)

8.  Mental Status: Usual/Normal: ___________   At time of incident_____________

9.  What was the patient’s activity at the time of the fall?  ___________________________  

10.  If in bed were the side rails up?    Yes    No

11.  If yes, describe type used and height of bed. i.e. split, full, etc. bed: high/low

  
_________________________________________________

12.  If hard restraints used, was the patient ambulatory or non-ambulatory?  

Describe type ________________________

14.  Was an alternative method(s) used prior to the restraint?  Yes   No 

If Yes, describe___________________________________________________________

Signature & Title_____________________________ Date: ________________________
Reassessment and monitoring


Patient must be reassessed and assisted q 15”


Patient is continuously monitored for safety (1:1)





Each episode of restraint is documented





Evaluation of patient


Patient must receive in person re-evaluation q4hr by LIP or qualified RN before order expires.


LIP and qualified RN may alternate q4h in person evaluation of patient.  


LIP must conduct in person evaluation of patient at least q8hr.








Assessment


Assess for current physical or psychological risk factors as well as special needs


Consider pre-existing medical conditions:  i.e. sleep apnea, hiatal hernia, seizures, physical disability, and history of sex or physical abuse.





Assessment


Assess for physical and psychological risk factors as well as special needs.


Consider pre-existing medical conditions and history of sexual or physical abuse


Make sure the least restrictive restraint is used





Monitoring and Documentation


Patients are monitored at least every 2 hours by qualified staff


Each episode of restraint is documented





Protocol (only used in ICU)


1. LIP will order implementation of restraint protocol.


2. Protocol is not time limited.








Individual Order


The LIP must write restraint orders in the electronic medical record.


Qualified RN can initiate restraint if LIP is not available based on appropriate assessment of the patient.


LIP must be notified within 12 hours and an order obtained


If restraint use is based on a significant change in the patient’s condition, the qualified RN notifies the LIP immediately.


Initial written order is based upon exam by LIP within 24 hr. of restraint initiation


Renewal of restraint, if necessary, based upon exam, is reordered each calendar day.





Initiating an Order


The LIP must write restraint orders in the electronic medical record.


In an emergency, qualified RN may initiate restraints prior to obtaining a written order when LIP is not on the unit.


Within 1 hr after initiation of restraint, LIP must be notified and order obtained


Orders are time limited to 4 hrs.





Initiating an order or using a Protocol





Before initiating Restraint Use


Determine that alternatives have been considered and/or have failed.


The reason for the restraint drives the standards to be followed.


Assess the behavior and Determine the reason for the restraint





Medical/Surgical Reasons


Use this procedure to 


Allow medical treatment to continue without interruption.


Enable active interventions: (i.e. prevent pt from pulling out drains, tubes, getting OOB when on bedrest or unable to stand unassisted)


 Provide safety when patient is unable to follow directions.





Behavioral Health Reasons (non-psychiatric setting) 


(Emergency use)  Use this procedure if:


Patient exhibits extreme agitation and or dangerous activity.


Patient cannot be reasoned with, persuaded, contained, delayed or denied.


In these instances control is needed to prevent serious injury to self or others.














Restraint/Seclusion Log

















IMPRINT PATIENT DATA CARD (Name, Address & Social Security Number)





Medical Record Review Sheet












