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POLICY

STATEMENT: Anna Jaques Hospital supports the elation of the use of restraints in patient care.
However, as a last resort, and when other alteesthave been ineffective, the least restrictivenfof
restraint will be used when it can be clinicallgtified or when warranted by patient behavior that
threatens the physical safety of the patient, stafothers. The use and type of restraint usedsed
on the patient’s presenting behavior, not on thgep#ts location or diagnosis. When the decis®n i
made to use restraints, there will be on-goingsssaent to release at the earliest opportunity.
Opportunities to reduce the use of restraints vgldetermined through preventive strategies, staff
training, and patient/family involvement. The hdapdoes not use restraint as a means of coercion,
discipline, convenience, or staff retaliation. Anfaques trains staff to safely implement ressaarid
assesses their competence at regular intervals.

RESPONSIBILITY: Healthcare team

PROCESS:
l.
A. The acute care setting areas work to achieve theyP2tatement goal by its commitment to:
1. The prevention of emergencies that may lead tasleeof restraint.

2. The limitation of the use of restraint to emergesityations in which there is imminent
risk to the patient, staff or others and when aléve interventions have been
unsuccessful.

3. The discontinuation as soon as possible of anydpisf restraint, regardless of the
scheduled expiration of the order.

4. Providing staff education from the Crisis Preventiostitute (CPI), de-escalation,
alternatives to restraint, restraint applicati@straint management, restraint removal and
patient assessment and monitoring.

5. Addressing patients concerns and complaints ongbeof restraint.

Including family members and significant others wiaailable in providing support and
advocacy for patients.

S:\Policies\Revisions\Restraint-Acute Care Settihd 3.doc



ADMINISTRATIVE POLICY AND PROCEDURE MANUAL
Restraint in the Acute Care Setting Page 2 of 13

B.

Restraint will not be:

1. Used as a means of coercion, discipline, conveni¢staffing issue or otherwise) or
retaliation by staff.

Used solely based on a prior history of violenself-destructive behavior or prior use.

Discontinued and restarted without the benefit néw order, as this would be considered a
PRN order, which is not permitted.

4. Used solely based on a patient or family membexgiest.

C. The type and technique of restraint used must ®&édetist restrictive intervention that will be
effective in protecting the patient, a staff memdeothers from harm.

D. Restraint will only be used when less restrictivieiventions have been determined to be
ineffective in protecting patient, staff or others.

Definitions

A. Alternative Interventions to Restraint:
Less restrictive measure considered and attempiedtp use of more restrictive restraint, for
example; bed alarm in place, family presence, @sereensory stimuli and diversion activities.

B. Assessment:
Includes a review of the patient’s response tantexventions, based on direct observation of
the patient and/or information provided from ottrained staff, for the purposes of determining
if there is a need for a change in fian of care

C. Episode of Restraint:
For purposes of this policy, Episode of Restragdibs with the application of a restraint and
ends when the intervention is discontinued, regaslbf the time interval.
1. Once the intervention is discontinued, a new ordemust be obtained with the

exception of a “Temporary Release”.

D. Evaluation:
The in-person evaluation, conducted within one haduhe initiation of restraint for the
management of violent or self-destructive behathat jeopardizes the physical safety of the
patient, staff, or others, including the following:
1. An evaluation of the patient’s immediate situation
2. The patient’s reaction to the intervention
3. The patient’s medical and behavioral condition
4. The need to continue or terminate the restraint

E. Reassessment
The observation and reporting of the componenfstént care related to safety, comfort and
dignity which may include vital signs, circulatiogkin integrity, nutritional, hydration and
elimination needs, distress and agitation, memalis, cognitive functions and other needs such
as range of motion.

F. Restraint:

42 CFR 482.13 (e)(1)(i)(A) Any manual method, plgsior mechanical device, material, or
equipment that immobilizes or reduces the abilitg patient to move his or her arms, legs,
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body, or head freely; or 42 CFR 482.13(e)(I)(i)(B)restraint is -) A drug or medication when
it is used as a restriction to manage the patid@fsavior or restrict the patients freedom of
movement and is not a standard treatment or ddsagjee patient’s condition. 42 CFR
482.13(e)(1)(1)(C) A restraint does not include mes, such as orthopedically prescribed
devices, surgical dressings or bandages, protelegiireets, or other methods that involve the
physical holding of a patient for the purpose afiaiacting routine physical examinations or
tests, or to protect the patient from falling ofibed, or to permit the patient to participate in
activities without the risk of physical harm (tlises not include a physical escort).

G. Temporary Release:

A release from restraint to address patient nexad) as toileting, feeding, range of motion, etc.

A Temporary Release is not considered a removahahtervention (an episode of restraint)
and does not require a new order as long as tienpatmains under direct staff supervision.

H. Types of Restraint Approved:
Two Point-Soft Wrist, Two Point-Hard Wrist, FouriRBSoft Restraint, Four Point-Hard
Restraint, Four (4) Side Bed Rail, Medication Rastr

I1l.  Restraint Orders

A. An order for restraint is obtained from a physig¢ighysician assistant or advanced practice
registered nurse who is responsible for the pasieatre.

1. The attending physician will be consulted as sapassible if they did not order the
restraint.

2. In an emergency situation, restraint may be utliggor to obtaining an order.

Immediately following (within a few minutes) aftegstraint has been applied an order must

be obtained.
B. A restraint order is required for each episodesstmint.
C. A restraint order mustever be written as a standing or PRN order.
D. Orders for restraint may be given and renewedHerfollowing time-periods:
1. Non-violent, non-self destructive behaviar

a. Restraint order may be given, written or verbalbyaoned by phone.
b. Restraint order is limited to one calendar dayofoe episode of restraint.

c. Every 24 hours, a physician, Nurse Practitioneysitiian Assistant primarily
responsible for the patient’s ongoing care seesantliates the patient before writing a
new order for restraint.

2. Violent or self-destructive behavior

a. A restraint order may be given and renewed withféllewing limits:
I. Every 4 hours for adults 18 years of age or older
ii. Every 2 hours for those between the ages of 9 @ngkars of age
iii. Every 1 hour for children under the age of 9 years

S:\Policies\Revisions\Restraint-Acute Care Setlibhd 3.doc/



ADMINISTRATIVE POLICY AND PROCEDURE MANUAL
Restraint in the Acute Care Setting Page 4 of 13

3. Medication Restraint Orders

a. Each medication order written for medication rastres written as a one-time only
order, itcannot be ordered PRN.

IV. Evaluation, Assessment/Reassessment And Monitorim@uring The Restraint

A.

B.

F.

Evaluation of a patient will be conducted by a ptigs, physician assistant or advanced
practice registered nurse.

Assessment/Reassessment will be conducted by aRPRMician, physician assistant or
advanced practice registered nurse.

Patient monitoring will be performed by trainedfta

1. Information obtained from trained staff during thenitoring of the patient, for restraint is
incorporated into the RN patient plan of care.

. Based on clinical judgment, the frequency of ageegs and monitoring may be greater than the

established criteria based on the patient’s camdittognitive state, medications and type of
restraints used.

Non-violent, non-self destructive behavior:

1. The RN will perform an initial patient assessmembipor immediately following the
application of restraint and modifies the patiesrtecplan.

2. Patient reassessment and monitoring will be cormductinimally every two (2) hours
unless more frequent monitoring of the patientatednined to be necessary during the
episode of restraint.

3. The RN assesses the patient’s need for restraihtlisnontinues restraint based on
patient’s behavior, at the earliest possible tisee(section VI.B.4).

Violent or self-destructive behavior:

1. A physician, physician assistant or advanced pracggistered nurse must perform a face-
to-face evaluation within one hour of the initiatiof the restraint to evaluate the patient’s:
immediate situation, reaction to the interventimedical and behavioral condition, and the
need to continue or terminate the restraint. [{@s#on is performed by a physician
assistant or advanced practice registered nurgenthist consult with the attending
physician as soon as possible.

V. Nursing care and documentation (in Meditech electroic documentation) when Restraints are
applied for Non-violent, non-self destructive behawr

A.

All episodes of restraint utilization will have th@lowing initial assessmenparameters
documented in Meditech electronic documentation:

1. Physician Order obtained (must be a new ordeedch calendar day)
Type of Restraint Utilized
Description of patient behavior/condition or symmptowarranting the use of restraints.

WD

Acknowledgement that a patient activity is disragthecessary medical treatment; and
endangering patient safety
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5. Consider risk factors that may put the patient laigher risk for injury:

6. Alternative Measures to avoid restraints attempted

7. Assessments of a patients needs including:

a.

-~ o 2 o0 T

(o]

Dignity/privacy maintained
Patient repositioned
Correct application
Nutrition/Hydration offered

. ROM performed

Elimination if needed

. Circulation Sensation and Motion checked
h.

Vital signs

8. Family Member/Significant Other notified

B. At least every two (2) hours the patient will igeassessednd the following elements of care
documented in Meditech electronic documentation:

1. A current physician order (must be a new ordeeswrh calendar day)

2. Type of restraint utilized

3. Assessment of a patients needs including:

a.

-~ 0o o0 T

(o]

Dignity/privacy maintained

Patient repositioned, skin integrity maintained
Correct application

Nutrition/Hydration offered

. ROM performed

Elimination if needed

. Circulation Sensation and Motion checked
h.

Vital signs per patient needs

4. Release restraint criteria including: Complianthamedical treatment, Demonstrates
ability to maintain safety, i.e. decreased psychmmagitation, or other, positive response
to diversion tactics, Changes in behavior that desstraints no longer needed.

5. Restraint removed, if NO, explain:

C. All patients in restraints will be accompanied biyuase or patient care associate when being
transported to an ancillary department for diagnest

VI.  Nursing Care And Documentation of Restraint Episodse Related To Violent-Self Destructive

Behavior

A. At the time the nurse or other trained health eaoeker assesses the need to use restraints; the

following procedure will be initiated. The Nursdlw
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1. Assess patient behavior for imminent risk of haonself or others

2. Conduct a safety search for medications, weapaasuments and other contraband
(i.e. shoes, jewelry, scarves, belts, portableoradadsets, etc.) that may harm the patient or
others.

3. Assess the relevant physical, environmental, pdggital and pathophysiological
parameters influencing behavior before considepimgsical restraint

4. When appropriate, attempt to enlist the patient@fdmily in the decision to restrain.

B. When_physical restraint is employed foolent-self destructive behavior the following care
elements will be monitored and documented in thepis medical record at a minimum of
every 15 minutes by a trained staff person. Ahatized RN must assess the patient at least
every 30 minutes:

1. Initial Restraint Assessment Monitoring will inclerd
a. Prior to restraint what triggered the incident
b. Describe alternatives tried before restraint used
c. Family notified when applicable
d. Registered nurse signature
2. Restraint Monitoring Record will include:
a. Vital Sign/Care
Skin Condition, if applicable
Offered or provided fluids
Extremity Circulation and ROM Check, if applicable

® a0 o

Release readiness

i.  When medications are used, there will be a mininefione (1) hour observation
before release readiness instituted.

f. RN Signature

VIl.  Performance Improvement

A. The Department Director or Nursing supervisor Wwélnotified by the patient care unit Charge
Nurse when any patient is placed in restraint. Nlhesing Director / Supervisor will assess the
patient and monitor documentation compliance.

B. The use of restraints will be monitored by the ltasPatient Safety Committee and Quality
Improvement Committee.

VIIl.  Death Reporting Requirements
The hospital will report to CMS and DPH, patienattes associated with the use of restraint by
telephone no later than the close of businessawing knowledge of the patient’s death.

A. Each death that occurs while a patient is in raggtra
B. Each death that occurs within 24 hours after thieephas been removed from restraint
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C. Each death known to the hospital that occurs witime week of the restraint where it is
reasonable to assume that the use of restraintitwaterd directly or indirectly to a patient’s
death.

D. The following elements/information should be in&ddn the medical record when CMS
reporting is required:

1. Date and time incident was reported to CMS mushbtleded in medical record

a. All deaths are reported to CMS by telephone nao khi@n the close of the next business
day following knowledge of the patient’s death.eTdate and time that the patient’s
death was reported is documented in the patier¢@ical record.

2. Patient identity
3. Cause of death
4. Person making report

E. Quality Management will be responsible for requiredorting to CMS and DPH and
documenting communication with CMS in the patiem¢sord when applicable.

F. An Occurrence Report will be completed by the Riegaver, regarding injury or death that has
occurred while patient was in restraint. This doeatation will be maintained by Quality
Management.

IX. Restraint Education

A. Physician, physician assistants or advanced peactigistered nurses will have a working
knowledge of the hospital policy regarding the obeestraints.

B. Staff Training & Requirements

1. CPI training completed and maintained (every 2 gjear

Annual Review of Knowledge completion

Current BLS

Effectively communicates in English

Ability to use discretion and courtesy when workimigh patients, visitors and staff
Ability to carry out plan as directed by RN

Provide consistent, direct observation of assigregent(s)

© N o g~ WD

Demonstrate ability to recognize and report unubebhvior or complaints to charge nurse
or supervisor

9. Intervene when needed to prevent patient from hagreelf or others, calling for assistance
immediately

10. Assure a safe environment, notifying RN of concerns

11. Ability to sit for long periods of time remainindeat without distractions from personal
business or other distractions

12.React to varying and unpredictable situations uditlg emergency/crisis situations
13.Observes and follows established hospital safeitopols.
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14.Education and competency on the use of Enclosude Béon-violet/Non-self-Destructive
Restraint alternative)

C. Patient and/or family education

1. Whenever possible, the nurse will inform and edeitia¢ patient and/or family of the
organization’s policy on the use of restraints andourage their involvement.

Authorizing Signatures Name / Title Date
Administration: Delia O’Connor
SIGNED ORIGINAL IN ADMINISTRATION President / CEO
Medical Staff Exec: Joe Hull, MD
President, Medical Staff
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Restraint in the Acute Care Setting
Attachment A —
‘ Restraint Order
/ NON-VIOLENT, NON-SELF- Patignt Label
ANHA TARUES DESTRUCTIVE BEHAVIOR
ACUTE CARE SETTING
Date:

Specific type of Restraint (check one):

O Two Point, Soft Wrist

O Four point. Soft Restraint

O Four (4) Side Bed Rails

O Enclosure Bed

Reason for (check one): [ Imitial Restraint 0 Continuation of Restraint:

Behavior Exhibited:

Start Time:

Maximum Duration: 24 Hours

End Time:

Maximum time frame for a Physician/™Nurse Practitioner (NP)/Physician Assistant (PA)
in-person evaluation is 24 hours after initial application of restraint

Continuation of restraint requires a Physician/™NP/PA
in-person evaluation every calendar day thereafter

Physician Signature Diate Tims
F Telephone Order Fecenved Sipnatare (ff aopiicable): DateTime
Order Noted Siznarurs: DateTime

N Protected FORMS-HIMMD Orders'Eestraint Order Mon-Vielent 09.19.13 docfjak
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/‘ Restraint Order
7 VIOLENT, SELF- Patient Label
ANNA JAQUES DESTRUCTIVE BEHAVIOR

ACUTE CARE SETTING

Date:

Specific type of Restraint

J Two Point, Hard Wrist

O Four Point, Hard Restraint

J Medication

Maximum Duration: 4 Hours for age 18 and older
2 Hours for age 9to 17

1 Hour for under age 9

Start Time: End Time:

Maximum time frame for a Physician/Nurse Practitioner (NP)/Physician Assistant (PA)

in-person evaluation is ONe (1) hour after initial application of restraint

Continuation of restraint requires a Physician/NP/PA
in-person evaluation prior to the end of Twenty-Four (24) hours

Reason for (check one): [ Initial Restraint O Continuation of Restraint:

0O Substantial Risk offOccurrence of serious self-destructive behavior

O Substantial Risk offOccwrrence of serious physical assault

O Other

Phyysician Signature: Date Time
EN Telephone Order Feceived Signature (if applicable): Date/Time
Order Noted Signature: Date Time

NiProtected FORMS-HIM MD Orders Restraint Order Violent 05.07.10 doc/jak
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Attachment C —

y

ANNA JAQUES Restraint Reference Grid

HoOsPITAL
NON-Vialent, NON Self-Destructive Violent, Self-Destructive
Restraint Restraint
Assessment fo‘r Need of RIN assesses need and contacts physician
Restraint

Alternatives to

. RIN assesses need and contacts physician
Restraint Bhy

Physician, Nurse Practitioner (NP), or Physician Assistant (PA) primarily responsible for patient’s
Physician Notification care notified at time of restraint
Written or telephone order 1s obtamed by RN

Restraint Order Physician, NP, or PA Physician, NP, or PA
In-Person Within 1 hour of restraint application
Physician/NP/PA Within 24 hours of restraint application physician/™NP/PA 1s required to have face to face
Evaluation evaluation & write order or cosign telephone order

Every 4 hours for age 18 and older
Every 2 hours for age 9 — 17
Ordered every calendar day as necessary after Every Lhou for under age 9

evaluation of the patient Orders may be renewed according to the time limits
for a maximum of 24 consecutive hours

Renewal of Orders

Tnitial and every 24 hour after face-to-face
evaluation

Monitoring/assessment every 15 minutes by tramed

o o staff person
Nursing Reassessment |Minimum of every 2 hours _ ~
Assessment by authorized BN at least every 30

minutes

gc’:lz Violent. Non Self-Destructive Restraint | yriglent Self Destructive Restraint Physician Order
rder
_ _ Violent. Self-Destructive Restramt Monitoring
Documentation & Medical Records in NUR Record

Nursing Assessment |(Process Interventions)

Nursing will use the electronic
documentation system where availahle.

Staff Training Hospital trains staff to safely implement the use of restramnts and assesses competence at prescribed
Requirements mntervals and traming 1s documented

3. Policies'Restraint Reference Grid 05.07.10 DRAFT.doc/
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* The safety of atypical antipsychotics in geriatric patients

Medication Restraint Guidelines
For the Management of Severely Agitated or Combative Patients

Ensure Patient/Staff Safety

Attempt to calm patient using verbal techniques

Place physical restraints if necessary

Establish IMIO2/Monitor if

possible

Calf security or pofice for any concern about

violence or potential violence

h A

necessary

Is rapid sedaticn needed?
Consider physical restraint if

Droperidal 2.5-5mg IM/IV
titrate as needed

Midazolam 2.5-5mg IMIV
titrate as neaded

Halopendol Smg IM/TY
PLUS Lorazepam 2mg IM/
IV titrate either as needed

Halopendol Smg IMITV
PLUS

Lorazepam 2mg IM/TV

(some use Jiprasidone

Known Psychiatric Disorder
Haloperidol 2 5-5mg IM/TV
OR

Droperidol 2.5-5mg IMITV
OR

{20mg IM OR Olanzipine®

*

.
Lorazepam 2-5mg IM/IV
OR

Midazolam 2.5-5mg IMIV

{10mg IM})
Sedation
Achieved?
-~ "
/ e,
ol RR“*
Mo ‘ ‘ Yes
Y Y
Titrate chemical Consider

restraints to
desired effect I
mon

establishment of

\ access/
itering and 12

lead EKG if
clinically indicated

remains uncertain.

In elderly patients consider reducing the dose of any

antipsychotic by half.

1 patient regaining control

NAWorking\EmergencyiMedication Restraint Guidelines

Medication Restraint Guidelines 05.07.10.vsd
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RELEASE CRITERIA: Verbalizes willingness to
maintain safety, demonstrates ability to maintain
safety. positive response to medications resulting
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Attachment E —

Violent, Self-Destructive, RESTRAINT

[Start Time:

Monitoring Record

Page 13 of 13

Patienr Label

Trigaers:

DOCUMENTATION TO OCCUR EVERY 13 MINUTES BY TRAINED STAFF PERSON. DOCUMENTATION BY RN MUST OCCUR AT LEAST EVERY 30 MINUTES

What friggered the incident? Time Date: Time: [iate: Time [iate Time Diate:
Vital SignaiCare{Chemical & Physical | Vital SignaiCare|Chamical & Physical | Vital SignaiCare{Chemical & Physical | Vital SignaiCare [Chemical & Physical
BP Puise = Puize EP Puize EF Fulze,
Temp Rase Temp Rzse Temp: Rasp Teme Fesp
Deserbke Skin Condition Descrbe Skin Condition Dieseribe Skin Condition Ceswiee Skin Condition
Chech those that spply belaw ———— P— —_— - o
Other interventions aﬂempted: ;If:-edF:rde.ule: (0o P ;.Fe:e:::ﬂude: (Oror P Eh:-e;;;:‘mued [DorP): Eh::e:F::-o\.' dod [0 ar P
ids/ s/ s i
= ":fk ﬂ'ﬂ_:are \".:'u Hl.lr_lgn'al Toilefing Taoileting Tailsting Toileting
ngry, Lonely, Th!my' Tired?) Hygiene help Hywene hele Hygiere help Hygiens help
0O Sznzory Interventions
B Activity Change Extremity Girculztion & ROM Gheck | Extramity Girculztion & ROM Gheck |  Extramity Girculation & ROM Ghesk | Extramity Circulation & ROM Gheck
0 Ssparate from Situation Physical Fhysical Fhysical Phyaical
0O Offer Quite Space Leit Arm Fight &em Let frm Fight &m Left Arm Fight A&m Left &em, Right Am
0 Cifer PRN Medicaiion LeftLeg Fight Ley lefiles _ FightLeg Lefilea_______ Fightleg Leftleg_______ FRightleg
O Cne-on-cne niereention NeckiHead Posifion: WeckHead Position: NeckHead Position: NeckiHead Prsiticn:
O Crher Current Gonditicn Gumrent Condition Current Condition Current Condition
Martaining Conbrol™ Mamtzining Confrol™ Mamlziring Controf™* Mamtairing Corirof™
Calm** Sleeging™ Calm* Slecping™ Calmy Sleceing™ Calm* Slesping*
Agitatzd Trashing BAgtated Trashing Aggtated Trashing Agtaied Trashing
i i Crying Crying Crying Cryirg
Considerations: Threahening: Threatening: Threatening: Threatening:
0 Medical Proglems Suicide Homicide Suicide Homicide Suicide Hamicide Suicige Homicige
O Dicabilties Self-Akuse Assaudl Self Abwse Assaul Selffbuse _ Assoul Self-Ahuss Assaul
Othar Othee. Cther Cther
O Physical Restraints “iRequiras justifying continuation Requires justfiing continuation *Requirss jusfifying cantinuation " Requires jusfifying condinuation
O Medication Restraints Sigrahas Signatwe Signature Signature:
Time: Tide Tide, Tide, Tide
Medication: o Ralease Readiness Release Readiness Release Readiness Releaza Readiness
w Justify combirsation: o Jusiify contiruation: = Jusiify confiruation: = Justify confiruation:
Dioge:
Rate:
RN Signature ———— | Release: QYes QMo Relaser QYes QMo Release: QYes QMo Releass: QYes QMo
FN Signature RN Sigmaturs FM Signaturs FN Signature

RELEASE CRITERIA: Verbalizes willingmess to maimtam safety, demonstrates ability to mamiam safety, positive response to medications resulting in patient regaining contrel.

T Procecred FOBMS-HIM Mursing Wiolent Self Destruct RESTRAINT Mowttoring Facord $3.07.10.doc
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