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Restraint Fast Facts

ALL
patients have the right to be free from restraint that is not medically or legally necessary.
What is the purpose of the policy changes?

1. To achieve maximum patient safety while in restraints:
a. Restraint and/or seclusion may be necessary to maintain medical devices, such as breathing tubes, IV access, Foley catheters, etc.
b. To prevent patient to cause harm to self and others.

What are the new policies?

1. Restraint (physical) protocol to Support Healing in the Non-Violent Patient
2. Restraint or Seclusion protocol for the violent and/or self-destructive patient posing a risk to self and others

The Chemical Restraint for Emergency Behavior protocol and restraint protocol for Emergency Behavior in Acute Med/Surg Patients  will be discontinued.

What is considered a restraint?
Any manual method or device, material or equipment attached or adjacent to the patient’s body to limit the patient’s freedom of movement or access to one’s body and/or body parts

What are the different restraint devices available at JHH?

1. Limb restraints
2. Belt restraints
3. Twice-as-tough cuffs

4. Vest restraints:

a) 2 point vest restraint

b) 6 point vest restraint

5. Chair restraints
6. 4 side rails up on patient’s bed to prevent exiting bed (not considered a restraint if up for fall prevention reasons, during transport, for patients recovering from anesthesia or are bedridden and upon patient request- must be documented)
7. Any method to prevent patient to move freely (i.e. bedside table positioned to prevent patient to get up from a chair)
Alternatives:

a) Mittens: not tied to bed frame or chair
b) Bed alarms

c) Observer/sitter
d) Diversion
Always choose the least restrictive device, which will achieve the desired goal of safety.

What is considered Seclusion?

The involuntary confinement of a patient alone in a room or area from which the patient is physically prevented from leaving (includes locked door/ quiet room in Pediatrics)
Where will the policies be applied?

Both policies may be implemented in any of the JHH departments.

Monitoring requirements
· Respiratory status
· Circulatory status

· Skin integrity

· Vital signs

· Any specific requirement directed by hospital policy or associated with the 1 hour face-to-face evaluation

How often does the patient in restraints have to be assessed?
	Physical
	Violent-/self-destructive

	· MD needs to be notified of restraint as soon as patient is stabilized

· MD must assess pt. within 1 hour after restraint is applied
· MD order expires after 24 hours

· MD needs to perform a face-to-face re-evaluation after 24 hours
· Nursing assessment must be completed and documented at least every 2 hours or as indicated

· Nurse may discontinue restraint anytime when indicated
	· MD needs to be notified of restraint as soon as patient is stabilized

· MD must assess pt. within 1 hour after restraint is applied

· MD order expires after:

a) 4 hours for adults

b) 2 hours for adolescents (9-17 years)

c) 1 hour for children (1-8 years)

· MD needs to perform a face-to-face re-evaluation:

a) 8 hours for adults > 18

b) 4 hours for age < 17
· Nursing assessment must be completed and documented every 15 minutes and as indicated

· MD order required to D/C seclusion order




Remember: Restraints and Seclusion can be dangerous and should only be used when absolutely necessary!
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