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llltl'ﬂdll(tiﬂn Hospitals

today utilize many different
measures to decrease or
eliminate the use of restraints.
However, when these methods
prove to be ineffective and
patients are at risk for injuring
themselves or others, restraints
may be clinically appropriate.
The Joint Commission and CMS
have many requirements for
the application of restraints,
and hospitals must ensure they
follow these guidelines.

Documentation is one area
that MUST be in compliance.
This information presents an
audit tool that can help assure
that proper documentation

IS contained in the medical
record. This tool includes:
physician orders, restraint
assessment, identified
behaviors requiring restraint
usage, alternatives to restraint
attempted or considered,
timeliness of documentation,
type of restraint, completion of
restraint flow sheet, behavior
documentation to justify
restraint usage, and updating
of the plan of care.

Bonita Gormly, BSN, RN, CRRN

Restraint Assessment and Physician Order

HEALTHSOUTH. ngstlon H3 A behawor. must be Ilsteq that Just|f.|es why the
RESTRAINT ASSESSMENT patient needs the restraint. The behavior cannot just say,

AP PHYIEAN OTEE “Patient attempting to get out of bed (OOB),” patients have
the right to get OOB. It must include why they shouldn’t be

Patient Identification

Medical condition/clinical issue indicating the need for a protective intervention to prevent the patient from

walking/getting out of bed/having access to a medical device: gettlng OOB. |t ShOUld Say, “Patleﬂt unable tO Welght bear On

Observations: (check all that apply)

" Wancering - Recent History of alls (wiin he ast  monthe left leg, attempts to get OOB without assistance, unable to

O Impaired Memory and/or Judgement O Gait and/or balance disorder

00 Confused OO0 Danger to self f | I f t . t t . L}
O Disoriented O Danger to others O OW Sa e y I n S r u C I O n S .

[0 Aggressive or Destructive Behavior 0 Attempt to ambulate without required assistance

O Inability to follow instructions \

0 Please specify other:

LESS RESTRICTIVE ALTERNATIVES (check all that apply)

0 Companionship [0 Upper side rails up for assistance with bed mobility and access to call bell,

icati bed control - "
" Dhrcon seivies - Poalty otontatir Question #4 Our Department of Health believes that the
O Increased supervision, monitoring O Discontinue unnecessary tubes/treatments
i ’ i 0O Modif i ttod timulati 7 - 7 -
B crnon * P N Bedwhostchar e only two reasons a patient should ever be restrained is if
O Low bed 0 One to one hand offs O Other
they are a danger to self or danger to others. So, we require
REASON for RESTRAINT REASON for RESTRAINT

[J Unaware of physical limitations O Violent behaviors [ Self Destructive behaviors t h e R N to i d e nt i fy W h i C h Of t h e S e a re a p p ro p r i a te A n y

[0 Protect medical device(s) 0 Aggressive or destructive behavior "

O Other: O Other: .

MEDICAL/SURGICAL NON VIOLENT VIOLENT/SELF DESTRUCTIVE Others Can alSO be CheCked When the RN deems approprlate'
. - o . L _ *Physician examination required within 1 hour of initial order
Physician examination required within 24 hours of initial order
TIME LIMIT:
TIME L’_M’ T Maximum 4 hours (adults)
Maximum one calendar day 2 hours (adolescents) or 1 hour (children < 9 years)

O Lap Buddy (non self releasing) O Lap Buddy

O Mittens: [0 Right [ Left O Mittens: [ Right O Left o 5

SN 0 S Falls ) Question #1 An assessment must be done before restraints

O Extremity Restraint: 0 Extremity Restraint:

SRS SRS can be applied. The time that the RN does the assessment
IS compared to the time the restraint was applied as docu-
VPRSI pate/Time: mented on the flow sheet. There cannot be an assessment

I concur with the assessment above and the risks associated with the use of the restraint are outweighed by the risks of not using

the restraint. When the risk(s) identified above no longer exists, the restraint intervention may be discontinued or safely removed. d O n e at -I O O O a n d t h e reSt ra I nt n Ot a p p | i e d u nt I | 1 8 O O .

Date/Time: Physician Signature:
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O Other: O Other:

Question #2 After the assessment, the RN has one hour to get a physician order for restraints. If the physician
IS hot present, a telephone order can be obtained. A comparison is done between the time the RN assessed
the patient and the time the physician ordered the restraint to assure it was not more than one hour.

DAILY FLOWSHEET/TREATMENT RECORD
HEALTHSOUTH.

Patient Name: Date:
Complete as Appropriate|  Treatment NIGHT DAY EVENING
L tion: Circle Type of device: IND 0O Device O Slow 0O Safety IND [ Device 0 Slow [ Safety IND [ Device 0 Slow 0 Safety FIM Modifier
ocomotion: Orthosis, SUP [JSetup 0 Cue [OJMin OMod O Max SUP [ Setup [ Cue OJMin O Mod O Max SUP [ Setup [Cue OJMin CJMod [ Max |Asst
M O Chair Prosthesis, Walker, DEP [ Lift Device [ 2 Helpers DEP [ Lift Device [ 2 Helpers DEP [ Lift Device [ 2 Helpers
[J Walk Cane, Crutches Did Not Occur Did Not Occur Did Not Occur
(o] Bed to Chair or ) IND [ Device [ Slow [ Safety IND (1 Device [ Slow (] Safety IND [ Device [ Slow [ Safety FIM
b ¢ Circle Type: SUP [ Setup O Cue OMin O Mod O Max SUP [JSetup [0 Cue [Min [0 Mod [ Max SUP [JSetup O Cue O Min [ Mod O Max
- . . . Y |Wheelchair: Pivot, Sliding DEP [ Lift Device [J 2 Helpers DEP [ Lift Device [ 2 Helpers DEP [ Lift Device 02 Helpers
Question #5 The safety section is reviewed ' - e N T
H . ! . IND [ Device [ Slow [ Safety IND [ Device [ Slow [0 Safety IND [ Device [ Slow [0 Safety FIM
! Toilet Transfers: g:\r/(c:)lf -Sr)ﬂ%?n SUP [ Setup 0O Cue O Min O Mod [ Max SUP [ Setup [0 Cue [ Min [ Mod [ Max SUP [ Setup O Cue O Min [ Mod [ Max
1 Boar& Lift Dge ice DEP [ Lift Device [ 2 Helpers DEP [ Lift Device [ 2 Helpers DEP [ Lift Device [ 2 Helpers
. t e Did Not Occur Did Not Occur Did Not Occur
rT] Circle Type: IND [ Device [J Slow 0 Safety IND [ Device [ Slow [ Safety IND [ Device [J Slow [J Safety FIM
O S e e I e S a a S O C u e n e e e y Tub/Shower Pivot, Sliding ___SUP ([Setup OCue OMin OMod OMax | SUP [OSetup JCue OMin OMod OMax [ SUP [ Setup [ Cue [ Min [ Mod [ Max
Ti fers:
ransters: Board, Lift Device, DEP [ Lift Device [I2 Helpers DEP [ Lift Device [ 2 Helpers DEP [JLift Device [ 2 Helpers
Rolling Shower Did Not Occur Did Not Occur Did Not Occur
Complete as Appropriate A.M. P.M.
of restraint, if the restraint is on or off, if the lte s gprp | . _
H Bathing-wash, rinse, dry 0 Bed Bath [0 Basin [ Shower [] Tub Bath # Parts Attempted: _ |0 Bed Bath [0 Basin [ Shower [J Tub Bath # Parts Attempted: __
. y . . . Pt Bathes: (circle what applies) None Chest LUE RUE Pt Bathes: (circle what applies) None Chest LUE RUE FiM
at e nt S clrcu | at lon h as bee N eva | U ated Wi t h y Abd Peri Butks LUL RUL LLLeg/Ft RL Leg/Ft Abd Peri Butks LUL RUL LLLeg/Ft RL Leg/Ft
9 0 2 Helpers O Touch/Steady O Gathering/Set-Up/Verbal Cues [ Device/Does Slowly | O 2 Helpers [ Touch/Steady [ Gathering/Set-Up/Verbal Cues [ Device/Does Slowly
i . .
o - o - . e Groommg - (O shaves or O applies | Patient Grooms: (] Face (] Hands [1 Hair [] Teeth/Dentures [1 None | Patient Grooms: [ Face [ Hands O Hair O Teeth/Dentures O None| ™™
a pelvic or wrist restraint, and if food/fluid/ | espitvmssous s |pacora 5 ofseps ot complets
J Q |e [ Oral Care Complete O A.M. O PM. | 2 Helpers [ Touch/Steady [ Gathering/Set-Up/Verbal Cues [ Device/Does Slowly | O 2 Helpers O Touch/Steady [ Gathering/Set-Up/Verbal Cues [ Device/Does Slowly
. . C C E A 3;?752%3?;;2;? (ORbéarl;nZtc;Lothing, Patient Dons: [ Undergarments [ Shirt [0 None [ Other |Patient Doffs: [ Undergarments [ Shirt [ None [ Other FIv
toileting have been offered. Also reviewed is + |4 oot Bt 5 150, |Recora % ofsteps pt competes | |
» L |R Sleeve, Over head, Over trunk) 0 2 Helpers [ Touch/Steady O Gathering/Set-Up/Verbal Cues [ Device/Does Slowly |0 2 Helpers O Touch/Steady O Gathering/Set-Up/Verbal Cues O Device/Does Slowly
. [ s |Dressing Lower Body (Obtain clothing, |Pt. Dons: [ Undergarm. [ Pants [ Socks [ Shoes [ None |Pt. Doffs: [ Undergarm. [ Pants [ Socks [J Shoes [ None | FIM
t h e p a t I e n t S re S p O n S e tO S a fe t y I I I e a S u re S . | f dons/doffs: underpants, pants, socks, |Record % of steps pt completes [ Other |Record % of steps pt completes O Other
shoes) 0 2 Helpers O Touch/Steady [ Gathering/Set-Up/Verbal Cues [ Device/Does Slowly | 0 2 Helpers [ Touch/Steady [ Gathering/Set-Up/Verbal Cues [ Device/Does Slowly

Non-restraint measures: [0 Bed Alarm [0 Chair Alarm [0 Self Releasing W/C Belt [0 2 or [0 3 Side Rails [ Low Bed [0 Floor mats

C - - Bed E P i Bed Pad M Bed Al Other:
a pat I e nt IS I n a b ed e n C | OS u re a n d th e Sta ff R:strari]r:tcagseené g)ggcélr:)cr}osumre eD Lz_iﬁartr]ier attéesl_jmg Ho?der S O Pelvic O Mittens [ Side Rails

S
a |Safety Monitoring (complete as indicated) 0:00 | 1:00 |2:00 | 3:00 | 4:00 | 5:00 | 6:00 | 7:00 | 8:00 | 9:00 |10:00|11:00|12:00|13:00|14:00| 15:00 | 16:00| 17:00| 18:00| 19:00 | 20:00 | 21:00 | 22:00 [23:00
- - f |Precautions Aspiration Fall Wander Suicide
checks calm or sleeping all night, then the o | azue Hp K Spnd Bt G
t |Weight bearing restrictions
Y |Restraint in Use/On (Indicate type)

qguestion arises, “Why is the bed enclosure

Food/Fluid Offered

Hygiene/Toileting Needs

n e e d e d ’P 79 Response to Safety Measures Calm Agitated Sleeping
0 Supervised Release Restraints

Pain Location Abdomen, Arm, Leg, Back, Head, Other

Initial Pain Scale 0-10 or *document description

Descrip Sharp Dull Throbbing Cramping Burning Other

Intervention Medication Other
Reassessed Pain Scale 0-10 *document description

5 = Q0 T

Key:
Y =Yes

N=No

HEALTHSOUTH Harmarville Rehabilitation Hospital
WEEKLY RESTRAINT MONITORING FORM

NA = Not applicable

Restraint Documentation: An Audit Tool
HealthSouth Harmarville Rehabilitation Hospital

Patient Name

MR #

Date

1. Was the assessment done immediately
prior to the application of restraints?

Total

Total

i

2. Was the physician order completed
immediately prior to or after the
application of the restraint?

restraint?

(If no, please c

3. Does the behavior justify the use of the

omment on back.)

checked?

4. Is harm to self or harm to others

5. Is the restraint flow sheet completed
appropriately?

I

restraint?

6. Is there documentation that reflects the
behavior justifying the restraint?

7. Has the Plan of Care been updated to
reflect the use/continued use of the

8. Type of restraint?

Key of Type of Restraint
BE = Bed Enclosure SR =4 Side Rail

EX = Extremity (R-L-B)

C = Chemical

Write in date and number to identify which question the comment is addressing.

Date

#

Comment

June 2014

Weekly Restraint Monitoring Form

The need for a restraint must
be reassessed and reordered
every day. This form is used to
review restraint documentation
for every day the patient
requires the restraint. A “Y”
means the documentation was
complete and an “N” means it
was not completed as required.

If 2 guestion is non-compliant
(N), a note is written to explain
why it was non compliant,

and the name of the nurse is
provided for follow up. The
nurse manager IS given a copy
of the form to follow up with
the appropriate staff. At the
end of the month, a tally with
all the results of the entire
month is completed and shared
with the staff.

Daily Progress Notes

Question #6 \When a patient is in a restraint,
there must be documentation at least once per
shift, identifying the behavior for which the
restraint is being utilized. If there is no behavior
documented, then the question arises, “Why is
this patient in a restraint?”

HEALTHSOUTH,

Daily Progress/Narrative

DATE:

Patient Identification

Time Narrative Comments/Additional Information/Signature

FIM Definitions

Helper: Modified Dependence
5 Supervision (Subject= 100%) 2 Maximal Assistance (Subject = 25% or more)

4 Minimal Assistance (Subject = 75% or more) 1 Total Assistance (Subject < 25% or 2 helpers required)
3 Moderate Assistance (Subject = 50% ormore) 0 Activity does not occur, use this only at admission

No Helper: Independence
7 Complete Independence (Timely, Safely)
6 Modified Independence (Device)

Each entry should be dated, timed and signed.

Plan of Care and Plan of Care Update

Question #7 The restraint must be addressed in the Plan of Care immediately following the assessment and
application. Then, once a week, the status of the restraint must be updated on the Plan of Care.

HEALTHSOUTH., Interdisciplinary Plan of Care Short Term Goals/Status Updates

Safety System Short Term Goals Week 2 Short Term Goals Week 3
Short Term Goals Week 1

Impairment:

- : : : : : . . - i Pt will be able to communicate (I basic [ complex Pt will be able to communicate [J basic [J complex Pt will be able to communicate [J basic [ complex
g érr](putar’ilho r_lt.D Iérfgp] Injuryct D dBXrtt%S'tD' CDogg.enl’?a(I:declj‘olrmltyS g}:acgurgcg‘ F?mu_r D\/Majol.r dl_\{l_ulh%leo'g]auma - .l;leurologlcal Disorder L Joint Replacement needs to staff/caregivers % of the time needs to staff/caregivers __ % of the time needs to staff/caregivers % of the time
e Sl s pina ore njury roxe ySTeMIC vascuTlgies er (specify) ___ Pt/caregiver will demonstrate knowledge _____Pt/caregiver will demonstrate compliance Pt/caregiver will demonstrate competence in identifying

Co-morbid Conditions:

- _ : : : . . . regarding safety precautions regarding safety precautions safety issues and discuss strategies to resolve them
D) Ghronic Opstructlve Pulmo_n:_:lry Disease L Co_n_gestlve Heart F_allure D C oronary Art_ery Disease L Dep.ress'on L Dementia D.GERD U Glaucoma Pt/caregiver will communicate possible home Pt/caregiver will demonstrate knowledge of home Pt/caregiver will discuss strategies to resolve home
[0 Hypertension [ Hypothyroidism [ Osteoarthritis [0 Rheumatoid Arthritis [ Type | Diabetes [0 Type Il Diabetes [ Other (specify) . : . . . . .
safety issues related to impairment safety issues related to impairment safety issues

Patient/Caregiver Goals:

Safety Concerns Initiate | Interventions/Treatment Plan |Discontinued Long Term Goals ______ Status Update / Discharge Date __ StatusUpdate/___ Discharge Date Status Update / Discharge Date
Modified Morse Scale Modified Morse Scale Modified Morse Scale
v | Problems Initial/date | Initiate following interventions |[initial/date] v [By discharge: History of Falls Y=25 History of Falls Y=25 History of Falls Y=25
Fall Risk Score (from Standard Fall Precautions to include: Patient will be able to communicate [ basic L complex needs to Secondary Diagnosis Y=15 Secondary Diagnosis Y=15 Secondary Diagnosis Y=15
IDA Morse Scale) staff & caregivers Use of Ambulatory Aid (Device = 15; Furniture=30) Use of Ambulatory Aid (Device = 15; Furniture=30) Use of Ambulatory Aid (Device = 15; Furniture=30)
Bed Entrapment Risk Patient/caregiver will demonstrate knowledge regarding safety S —
Lack of Safety Awareness precautions IV or High Risk Fall Med Y=20 IV or High Risk Fall Med Y=20 e IV or High Risk Fall Med Y=20
Impulsivity Patient/caregiver will demonstrate knowledge/resolution of home Impaired Gait (Weak=10; Impaired=20) Impaired Gait (Weak=10; Impaired=20) Impaired Gait (Weak=10; Impaired=20)
Visual Impairment High Risk Fall Precautions to include: safety issues
Auditory Impairment Patient/caregiver will demonstrate compliance with infection control/ Mental Status Y=15 Mental Status Y=15 TOTAL Mental Status Y=15 TOTAL
Elopement Risk prevention precautions TOTAL TOTAL TOTAL
oth IS?'EF'?“ E/l%sr;[it[?)lpzir?q?r:;?gr?lr?eaer:jcs)rder [0 Morse Scale/Fall Risk Change O Morse Scale/Fall Risk Change [0 Morse Scale/Fall Risk Change
Srs: LIS circulation. food and hydrétion q2 0 Adequate fall precautions in place? Y or N (explain) [ Adequate fall precautions in place? Y or N (explain) 0 Adequate fall precautions in place? Y or N (explain)

hours

Re-assess need for continued [J Restraints in use [J Restraints in use [J Restraints in use
restraint every 24 hours Type: Type: Type:
Bed entrapment prevention Continued Need? Y or N Continued Need? Y or N Continued Need? Y or N
side rail pads on while in bed 0 Bed entrapment safety pads in place 0O Bed entrapment safety pads in place O Bed entrapment safety pads in place
Elopement Prevention
Precautions O Other: O Other: O Other:

Patient/Family Safety Education

Fall Prevention

Use of Call Light

Swallowing Precaution Safety
Home Safety

Medication Storage Safety
Spine Precautions RN Signature/Date/Time RN Signature/Date/Time RN Signature/Date/Time
Hip Precautions

PPE & Hand Hygiene
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Accomplishment of Goals Notes: Accomplishment of Goals Notes: Accomplishment of Goals Notes:




