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Greetings from Doris Grinspun,
Executive Director Registered Nurses’ Association of Ontario
It is with great excitement that the Registered Nurses’ Association of Ontario (RNAO) presents this guideline,
Promoting Safety: Alternative Approaches to the Use of Restraints, to the health-care community. Evidence-based practice
supports the excellence in service that nurses are committed to delivering in our day-to-day practice. The RNAO is
delighted to provide this key resource to you.
The RNAO offers its heartfelt thanks to the many individuals and institutions
who are making our vision for Nursing Best Practice Guidelines (BPGs) a reality:
the government of Ontario for recognizing our ability to lead the program,
and providing multi-year funding; Irmajean Bajnok, Director, RNAO International Affairs and Best Practice Guidelines (IABPG) Program, for her expertise
and leadership in advancing the production of the BPGs; each and every Team
Leader involved, and for this BPG in particular – Laura Wagner and Athina
Perivolaris – for their superb stewardship, commitment and expertise. Also
thanks to Brenda Dusek, RNAO’s IABPG Program Manager, for her intense
work to see that this BPG moved from concept to reality. Special thanks to the
BPG Panel – we respect and value your expertise and volunteer work. To all, we
could not have done this without you!
The nursing community, with its commitment to and passion for excellence in nursing care, has provided the knowledge and countless hours essential to the development, implementation, evaluation and revision of each guideline.
Employers have responded enthusiastically by nominating best practice champions, implementing and evaluating
the guidelines and working towards a culture of evidence-based practice.
Successful uptake of these guidelines requires a concerted effort from nurse clinicians and their health-care
colleagues from other disciplines, and from nurse educators in academic and practice settings and from employers.
After lodging these guidelines into their minds and hearts, knowledgeable and skillful nurses and nursing students
need healthy and supportive work environments to help bring these guidelines to practice actions.
We ask that you share this guideline with members of your interprofessional team, as there is much to learn from
one another. Together, we can ensure that the public receives the best possible care each and every time they come in
contact with us. Let’s make them the real winners in this important effort!

Doris Grinspun, RN, MSN, PhD, LLD(Hon), O.ONT.
Executive Director
Registered Nurses’ Association of Ontario
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How To Use this Document
BACKGROUND

This nursing best practice guideline is a comprehensive document, which provides resources necessary for the support of
evidence-based nursing practice. The document must be reviewed and applied, based on the specific needs of the organization
or practice setting/environment, as well as the needs and wishes of the client. This guideline should not be applied in a
“cookbook” fashion, but rather as a tool to enhance decision-making in the provision of individualized care. In addition, the
guideline provides an overview of appropriate structures and supports necessary for the provision of best possible care.
Nurses, other health-care professionals and administrators who lead and facilitate practice changes will find this document
invaluable for the development of policies, procedures, protocols, educational programs, and assessment and documentation
tools. It is recommended that this nursing best practice guideline be used as a resource tool. Nurses providing direct care
will benefit from reviewing the recommendations, the evidence in support of the recommendations and the process that
was used to develop the guidelines. However, it is highly recommended that practice settings/environments adapt these
guidelines in formats that would be user-friendly for daily use. This guideline has some suggested formats for local adaptation
and tailoring.
Organizations wishing to use the guideline may do so in a number of ways:
a) Assess current nursing and health-care practices using the recommendations in the guideline.
b) Identify recommendations that will address identified needs or gaps in services.
c) Develop a plan to implement the recommendations systematically, using associated tools and resources.
The Registered Nurses’ Association of Ontario is interested in hearing how you have implemented this guideline. Please
contact us to share your story. Implementation resources will be made available at our website (www.rnao.org) to assist
individuals and organizations in implementing best practice guidelines.
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Summary of Recommendations
BACKGROUND

Practice Recommendations
Level of
Evidence

RECOMMENDATION
1

Nurses establish a therapeutic relationship with the client who is at risk of harm to self/
others to help prevent the use of restraints.

IV

2

Nurses should assess the client on admission and on an ongoing basis to identify any
risk factors that may result in the use of restraints.

IIb

3

Nurses should utilize clinical judgment and validated assessment tools to assess clients
at risk for restraint use.

IIb

4

Nurses in partnership with the interprofessional team and client/family/substitute
decision-makers (SDM) should create an individualized plan of care that focuses on
alternative approaches to the use of restraints.

IIb

5

Nurses in partnership with the interprofessional team should continuously monitor and
re-evaluate the client’s plan of care based on observation and/or concerns expressed by
the client and/or family/SDM.

IV

6

Nurses in partnership with the interprofessional team should implement multicomponent strategies to prevent the use of restraints for clients identified at risk.

IIa

7

Nurses in partnership with the interprofessional team should implement de-escalation and
crisis management techniques and mobilize the appropriate resources to promote safety
and mitigate risk of harm for all in the presence of escalating responsive behaviours.

IIb

8

Nurses in partnership with the interprofessional team should engage in care practices
that minimize any risk to the client’s safety and well-being throughout the duration of
any restraining process.

IV
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Education Recommendations
BACKGROUND

RECOMMENDATION

Level of
Evidence

Education on working with clients at risk for the use of restraints should be included
in all entry to practice nursing curricula as well as ongoing professional development
opportunities with specific emphasis on:
Approaches to care: (e.g. trauma informed care);
Communication and education of client/family/SDM and key components
of debriefing;
■ Education on nursing responsibilities for the proper application of restraints;
■ Ethical decision-making;
■ 
Knowledge of diagnoses and common triggers associated with responsive
behaviours putting clients at risk for the use of restraints;
■ Interprofessional collaboration;
■ 
Knowledge of basic prevention, alternative approaches, de-escalation and crisis
management;
■ Monitoring and documentation responsibilities;
■ 
Nurses’ responsibilities regarding self-reflection and exploring their values and
beliefs surrounding the use of restraints and threats to client autonomy and
human rights;
■ Therapeutic nurse client relationships; client-centred care and client rights;
■ 
Types of restraints (least to most restrictive) and associated safety risks, and
the potential complications from the use of restraints; and
■ 
Understanding of the legal and legislative requirements governing the use
of restraints.
■
■

9
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Organization & Policy Recommendations
BACKGROUND

Level of
Evidence

RECOMMENDATION
Health-care organizations should implement risk management and quality improvement
strategies to enable a culture that promotes alternative approaches to the use of
restraints in support of client rights and staff safety by:
Establishing a definition of what is a restraint;
 eveloping a philosophy that promotes alternative approaches to the use of restraints;
D
■ 
Establishing a restraint reduction/prevention policy;
■ 
Developing structures that allow for early identification of clients at risk of harm
to self/others placing them at risk for the use of restraints;
■ 
Educating the client/family/SDM about the associated risks of restraint use and
exploring their concepts of safety;
■ 
Establishing a multi-component program including staff education on alternative
strategies to the use of restraints;
■ 
Using alternative approaches, de-escalation and crisis management as the first and
second line intervention strategies prior to the use of restraints as a safety measure
of last resort;
■ 
Establishing monitoring protocols for clients and the documentation requirements
for the duration of any restraining episode;
■ 
Establishing communication responsibilities and debriefing procedures for client/
family/SDM and the interprofessional team; and
■ 
Establishing evaluation programs to monitor the rate of restraint use, the uptake
of alternative approaches to the use of restraints, and the impact on client/family/
SDM and interprofessional team safety.
■
■

10

11

The organization’s model of care should promote an interprofessional team approach in
collaboration with the client/family/SDM that supports the use of alternative approaches
and prevents the use of restraints.

Ib

III

Nursing best practice guidelines can be successfully implemented only where there are adequate planning, resources, organizational and administrative support, as well as appropriate
facilitation. Organizations may wish to develop a plan for implementation that includes:
 n assessment of organizational readiness and barriers to education, taking into
A
account local circumstances.
■ 
Involvement of all members (whether in a direct or indirect supportive function)
who will contribute to the implementation process.
■ 
Ongoing opportunities for discussion and education to reinforce the importance
of best practices.
■ 
Dedication of a qualified individual to provide the support needed for the
education and implementation process.
■ 
Ongoing opportunities for discussion and education to reinforce the importance of
best practices.
■ 
Opportunities for reflection on personal and organizational experience in
implementing guidelines.
■

12
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BACKGROUND

Interpretation of Evidence
Types of Evidence
Levels of Evidence
Ia

Evidence obtained from systematic review and meta-analysis of randomized controlled trials.

Ib

Evidence obtained from at least one well-designed randomized controlled trial.

IIa

Evidence obtained from at least one well-designed controlled study without randomization.

IIb

Evidence obtained from at least one other type of well-designed quasi-experimental study, without
randomization.

III

Evidence obtained from well-designed non-experimental descriptive studies, such as comparative
studies, correlation studies and case studies.

IV

Evidence obtained from expert committee reports or opinions and/or clinical experiences of
respected authorities.

Source: SIGN 50. Levels of Evidence. Available at: http://www.sign.ac.uk/guidelines/fulltext/50/annexb.html
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Purpose and Scope
BACKGROUND

Best practice guidelines are systematically developed statements to assist practitioners’ and clients’ decisions about appropriate
health care (Field & Lohr, 1990).
This guideline provides evidence-based recommendations for Registered Nurses (RNs) and Registered Practical Nurses
(RPNs) related to the care of individuals who are at risk for behaviours that may result in harm to self/others and lead to the
possible use of restraints (physical, chemical, environmental). Unless otherwise indicated in the guideline, the discussion
focus is on physical restraint.
It is the intent of this document to assist RNs and RPNs to focus on evidence-based best practices within the context of the
nurse-client relationship and on strategies for assessment, prevention and use of alternative practices (including de-escalation
and crisis management techniques) to prevent the use of restraints, and move towards restraint-free care in diverse settings
such as acute, long-term and home health-care.
The Appendices included at the end of this guideline are provided as examples of the types of tools in use from various organizations. The content of these documents may or may not align with the terminology or definitions of terms (see Appendix
A) used within this document. The examples can assist interprofessional team members and organizations to understand the
application of the concepts presented within the discussion of evidence, and to explore what type of tools would be required.

	The movement towards the use of alternative practices for restraint-free care cannot apply to all organizational
setting (e.g. Policing and Corrections), as these settings are beyond the scope of this guideline.

Nurses play a significant role in client safety through implementation of alternative strategies to prevent the use of restraints
and to avoid the potential harmful outcomes associated with the use of restraints. It is acknowledged that this guideline cannot
encompass all organizational settings and populations due to lack of research in some practice areas. This guideline seeks
to bring forth the best available research findings in the form of recommendations. However, we do support the review of
Promoting Safety: Alternative Approaches to the Use of Restraints by nurses to identify the best practice recommendations most
appropriate for implementation within any institution that pertains to the practice of nursing and within the context of any
Federal and Provincial regulations governing the setting and populations served.
An attempt has been made throughout this document to identify to the reader the research population and health sector where
the research was conducted. However, lack of research studies in some health-care sectors such as home health-care, specialty
areas such as procedure/treatment and operating rooms, and special populations such as paediatrics, have resulted in some
limitations. Nurses working within these areas should review each recommendation and supporting discussion of evidence
for applicability to the setting and population to ensure the promotion of safety within the context of that environment.

 urses working in any health care setting must be aware of the legislation that pertains to their geographic
N
location, health care sector type and client population as they move towards the implementation of best
practices to support restraint-free environments.

It is intended that this guideline will be applicable to all domains of nursing including clinical, administration and education to
assist nurses’ to become more comfortable, confident and competent when caring for individuals at risk for harm to self/others.
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BACKGROUND

This guideline focuses on three areas:
i. Assessment, Prevention and Alternative Approaches;
ii. De-escalation Interventions and Crisis Management; and
iii. Restraint Use Focused on Client Safety.
This guideline can provide support for nurses who are considering the use of restraints as a last resort, for the shortest duration
of time when prevention, de-escalation and crisis management strategies have failed to keep the individual and/or others safe.

	No research or best evidence was found to guide the development of specific recommendations appropriate
for all clients who are restrained related to the best type of restraint to be used and monitoring routines.

It is important that nurses, in collaboration with the interprofessional team, know their client’s history (trauma/preferences)
and work with the client to identify alternatives to the use of restraints and if needed, the best restraint option to be used as a
last resort. Nurses working within organizations must be aware of the organization specific policies and procedures in order to
identify what is a restraint versus a Personal Assistance Service Device (PASD), and what monitoring and observation practices
must be in place when restraints are used.
It is acknowledged that effective health care depends on a coordinated interprofessional approach that incorporates ongoing
communication between health-care professionals and clients/families and substitute decision-makers (SDM).

Responsibility for Development
Promoting Safety: Alternative Approaches to the Use of Restraints guideline development was funded by the Ontario Ministry
of Health and Long-Term Care as a result of recommendations from the Coroner’s Inquest, in Ontario, Canada held from
September 18th to October 10, 2008. The inquest was to review the death of an individual who had just been released from
restraints who subsequently died, with cause of death identified as acute pulmonary embolism. Contained in the report
were the following recommendations associated with the creation of a guideline on the topic of restraints:
Registered Nurses’ Association of Ontario (RNAO)
61. That the RNAO should develop a nursing best practice guideline for the use of restraints in psychiatric clients, in
consultation with relevant stakeholders such as the Ontario Nurses’ Association.
62. That the best practice guideline should be provided to nurses with the use of a toolkit.
To access the full verdict of the Coroner’s Jury, visit http://www.sse.gov.on.ca/mohltc/PPAO/en/Documents/sys-inq-jam.pdf
In April 2010, a panel with expertise in practice, education and research from multiple healthcare settings and sectors was
convened under the auspices of the RNAO. The panel discussed the purpose of their work and came to consensus on the
scope of the best practice guideline, client safety and alternative approaches to the use of restraints. Subsequently, a search
of literature for clinical practice guidelines, systematic reviews, relevant research studies and other types of evidence was
conducted. See Appendix B & C for details of the search strategy and outcomes.
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Background Context
BACKGROUND

In June 2001, the province of Ontario in Canada enacted the Patient Restraints Minimization Act, 2001 (Bill 85) (available
at: http://www.e-laws.gov.on.ca/html/statutes/english/elaws_statutes_01p16_e.htm). Since then, health-care facilities have
created policies and practices to minimize the use of physical and chemical restraints and encourage the use of alternatives
(Ralphs-Thibodeau et al., 2006). Despite the enactment of the Patient Restraints Minimization Act, 2001 and a plethora of organizational policies and procedures, front line health care providers continue to voice strong concerns regarding the use of
restraints. Reports of injury and death continue to occur, even when “less restrictive” methods such as seat belts are used
as restraints. In mental health, the use of restraint is not consistent with a recovery model that focuses on client control,
empowerment and involvement in their own care (Huckshorn, 2004; Mental Health Commission of Canada, 2009; Schrank & Slade, 2007).
Front line health care providers continue to apply restraints, voicing concerns that restraint-free or least restraint policies
and a lack of alternatives would increase the risk of harm to clients and others (including staff), while increasing workload
and the risk to organizations (Johnson, Ostaszkiewics, & O’Connell, 2009; Livingston, Verdun-Jones, Brink, Lussier, & Nicholls, 2010; Nay & Koch,
2006; Ralphs-Thibodeau et al.; Ryan & Bowers, 2006).
Restraints as defined by the College of Nurses of Ontario (CNO), (rev. 2009c) are physical, environmental or chemical
measures used to control the physical or behavioural activity of a person or a portion of his/her body. Physical restraints
limit a client’s movement. Physical restraints include a table fixed to a chair or a bed rail that cannot be opened by the client.
Environmental restraints control a client’s mobility. Examples include a secure unit or garden, seclusion or a time-out
room. Chemical restraints are any form of psychoactive medication used not to treat illness, but to intentionally inhibit a
particular behaviour or movement.
Seclusion, with or without restraint, is a measure used as an intervention to manage clients that remains poorly documented
in health-care settings. Feng et al. (2009) undertook a cross-national study on restraint use and antipsychotic use in long
term care homes and identified the prevalence of physical restraint use to be varied more than five-fold across the study
countries – from an average 6% in Switzerland, 9% in the United States, 20% in Hong Kong, 28% in Finland, and over 31%
in Canada. A study by Minnick, Mion, Johnson, Catrambone, & Leipzig (2007) outlined the prevalence of physical restraint
use in hospitals in the United States of America as 50 per 1,000 patient days. A recent study by Dumais, Larue, Drapeau,
Menard, & Giguere Allard (2010) on 2,721 psychiatric patients in Canadian mental health care facilities found that 23.2%
of clients had been placed in seclusion and that 17.5% of them had been secluded with (physical) restraint.
The use of physical restraints to prevent falls and injuries has not been proven and might even increase risk of falls (Evans,
Wood, & Lambert, 2002). The prevention of behaviours such as aggression, wandering and treatment interference has been

reported to be associated with several harmful physical, psychological and social effects to the client such as impaired mobility,
cognition and social function and behavioural symptoms (Pellfolk, Gustafson, Bucht, & Karlsson, 2010). Short-term restraint use has
been associated with sudden death arising from deep vein thrombosis and pulmonary embolism (Dickson & Pollanen, 2009).
It was the consensus of the guideline development panel that the use of a model in tandem with guiding principles was
a critical starting point in the development of the guideline for nurses in order to promote a move towards restraint-free
environments for individuals at risk of demonstrating behaviours of harm to self/others.
The guideline development panel believes that a move towards a restraint-free environment is demonstrated in the model,
Promoting Safety: Alternative Approaches to the Use of Restraints represented in Figure 1. The first focus is predominately
on prevention, alternative approaches and assessment; the second focus on implementation of alternative approaches
including use of de-escalation interventions and crisis management; the last focus of care is restraint use as a last resort
only after all other alternatives have proven ineffective, thus adopting a paradigm shift towards a restraint-free culture that
focuses on alternatives to restraint, rather than just minimizing restraints.
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Figure 1: Model
BACKGROUND

Promoting Safety: Alternative Approaches to
the Use of Restraints

Prevention, Alternative
Approaches & Assessment

De-escalation & Crisis
Management

Restraint
Use
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Prevention, Alternative Approaches & Assessment:
• Client Safety: myths & truths; risk factors;
psychological impacts
• Cultural Contest, Harm Reduction Philosophy,
Ethics
• Assessment: algorithms/tool; prevention & safety
strategies
• Prevention Strategies:
		 ■ Behaviour Support
		 ■ Individualized Plan of Care
		 ■ Understanding behaviour re unmet needs
		 ■ Sensory teaching, self-soothing stratgies
• School/Curriculum & education programs

Crisis Management & De-escalation Interventions:
• Communication: cognitive impairment
• De-escalation Techniques: emergency vs.
non-emergency
• Verbal/Non-verbal Diffusing Skills
• Understanding the Crisis Escalation Process
• Post-Crisis Activities: debriefing
• Harm Reduction
Observation & Evaluation Practices

Restraint Use as a Last Resort:
• RN/RPN Scope of Practice
• When All Other Alternatives Have Proven ineffective
• Safe Use of Restraints: application; monitoring;
tapering use; and discontinuation
• Debriefing
• Organization:
		 ■ Culture, philosophy, policy
Quality improvement program

Promoting Safety: Alternative Approaches to the Use of Restraints

The guiding principles used to assist in the development of the Promoting Safety: Alternative Approaches to the Use of
Restraints guideline are as follows:
BACKGROUND

Guiding Principles/Assumptions in Promoting Safety: Alternative Approaches to the Use of Restraints
• Clients –  patient, resident, consumer, family, significant others, substitute decision-maker (SDM) – are active
partners in care to the extent of their capacity and in collaboration with the interprofessional health-care team.
• The philosophy of individualized care is foundational to the therapeutic nurse patient relationship.
• All client behaviour has meaning that is contributing to the underlying cause.
• Prevention of the use of restraints starts with assessment and use of alternative approaches.
• De-escalation techniques for crisis management can be used as a prevention strategy to avoid the use of
restraints.
• Leadership is required across all organizational and health care sector levels to create a move towards restraint
free environments.
• When restraint use is unavoidable, the least restrictive form of restraint is used for the shortest duration of time
for avoidance of harm to self/others; restraint use is temporary and alternatives must continue to be considered.
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BACKGROUND

Practice Recommendations for Assessment,
Prevention and Alternative Approaches to the
Use of Restraints
RECOMMENDATION 1
Nurses establish a therapeutic relationship with the client who is at risk of harm to self/others to
help prevent the use of restraints.
Level of Evidence = IV

Discussion of Evidence
Evidence exists that the therapeutic relationship developed between clients and staff contributes to decreased disturbed/
aggressive behaviour (National Collaborating Centre for Nursing and Supportive Care [NCCNSC], 2005). The therapeutic
relationship is foundational for trust, therapeutic communication and understanding the meaning of the client’s behaviours
(RNAO, rev. 2006b). As trust develops in the relationship, so does the ability of the nurse to effectively utilize therapeutic
communication techniques to explore emotions, thought content and behaviour with the client to assist in the development
of a plan of care that allows for implementation of interventions where de-escalation is needed to prevent or minimize
behaviours which increase the risk for restraint use. Often when trust is established, clients are more receptive to therapeutic
communication and calming techniques when situations arise. Understanding the client’s experience facilitates the success
of de-escalation and crisis management strategies to help prevent or minimize the behaviours that increase the risk for
restraint use.
The CNO (rev. 2009d) Therapeutic Nurse Client Relationship Standard identifies that at the core of nursing is the therapeutic
nurse-client relationship, a key relationship that supports the client’s health and well-being. This relationship must be
based on empathy, respect and trust which requires appropriate knowledge of professional intimacy and the awareness by
the nurse of the inherent power in a health care professional’s role. CNO (rev. 2009d) identifies that the nurse is to protect
the client from harm and ensure the relationship is psychotherapeutic. Knowing the client as a unique individual helps the
nurse observe for triggers or cues in order to understand the meaning of the client’s behaviour and to individualize interventions that help prevent and manage behaviours that may put the client at risk for restraint use. All behaviour has meaning
and it is important to determine the triggers or reasons for the behaviour so that effective interventions can be planned to
ensure the client’s safety and well-being. Johnson & Hauser (2001) indicate it is important to understand the meaning of
the client’s behaviour in the context of the situation and the nurse-client interaction to identify the right interventions that
match the client’s needs.
Bonner, Lowe, Rawcliffe, & Wellman (2002) explored the subjective experience of physical restraint for mental health clients.
Findings identified that clients perceived they would have benefited from more time with staff before and during the
duration of the restraining process. Spending time with clients would assist the nurse and interprofessional team to
come to know the client and facilitate collaboration with the client to seek or consider internal factors (e.g. illness) or
external factors (e.g. environment) that could contribute to emerging disturbed and/or aggressive behaviour. Penn Nursing
Science, University of Pennsylvania School of Nursing has a Subjective Experience of Being Restrained (SEBR) (see Appendix
E) structured interview guide that is an example of a tool that can facilitate discussions between nurses and clients to gain
insight on restraining episodes.
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BACKGROUND

A study by Holmes, Kennedy, & Perron (2004) demonstrated that nurse-client contact was important in crisis management.
Their findings suggested that a lack of nurse-client contact during seclusion impacted on the negative perception and emotional experience of clients.
A therapeutic nurse-client relationship enhances effective communication. A qualitative study by Kontos & Naglie (2007)
explored personhood and communication as a means to enhance person-centered dementia care. Clients living with
dementia gradually lose the ability to maintain their social roles. Recognizing this social role to be a partial component
of the individual which is outwardly expressed and understanding the internal notion of a client’s true self by seeking to
learn about the client’s true personhood would allow nurses to connect with clients on a deeper level (e.g. individual was
previously a caretaker at a school who always worked evening shift and enjoyed planting flowers as a hobby). This helps to
enhance the nurse-client interaction in the delivery of nursing care when managing responsive behaviours such as agitation
and aggression (Kontos & Naglie; RNAO, rev.2010a).
RECOMMENDATION 2
Nurses should assess the client on admission and on an ongoing basis to identify any risk factors
that may result in the use of restraints.
Level of Evidence = IIb

Discussion of Evidence
Nurses must assess on admission the potential for the presence of predisposing and precipitating factors that put the client
at risk for the use of restraints. There are multiple predisposing and precipitating factors (see Figures 2 and 3) identified
in the literature as contributing to the nurse’s decision to use restraints when caring for clients. Recognizing the individual
who may be at risk of the need for restraint use and implementing alternative strategies to prevent the use of restraints is
one goal of client safety. Predisposing and precipitating factors can be influenced by the client’s age as well as other situational factors which individually or combined result in behaviours that may influence a nurse’s decision to consider the
use of restraints to prevent harm to the client and/or others. Some predisposing risk factors may also act as precipitating
risk factors. When clients with predisposing risk factors experience a new situation, the predisposing risk factors may
increase or become more emphasized than previously experienced.
Client admission processes must include the nurse’s understanding of the client’s diagnoses and conducting an assessment
of the client’s history for any predisposing characteristics or known precipitating factors that would place the client at risk.
When factors are identified they should be clearly documented and communicated to the interprofessional team. There is a
lack of robust studies from all health-care settings to help the nurse understand and anticipate all possible predisposing and
precipitating factors that could be associated with the risk of restraint use. Client characteristics and precipitating factors
affect all age ranges and health-care sectors (e.g. acute, long-term[LTC] and community care) and there are special considerations for some populations such as geriatric, mental health, trauma and paediatrics. The majority of studies focus on
the older adult, those in mental health, LTC or acute care settings. A quantitative study by Bourbonniere, Strumpf, Evans,
& Maislin (2003) found that the following client characteristics may be overlooked as variables in the use of restraints:
severely impaired mental state; English as a second language; use of sedation; and sensory-perceptual loss that affects the
ability to communicate.
Understanding a client’s history, the circumstances leading to the client’s admission and the potential influences of the
environment is very important on initial assessment for the development of a plan of care that incorporates prevention and
alternative approach strategies to the use of restraints. Nurses should take into consideration not only the client characteristics
but also factors associated with certain client populations that are known to result in the use of restraints. Nurses need to
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understand environmental or non-clinical precipitating factors such as congestion in hallways, waiting time for an elevator
at meal time, noise levels in the facility, relocation to new home or facility, exposure or lack of exposure to music and/or
social activity, staff attitude and staffing ratios or staffing changes at the facility may trigger challenging client behaviours
that put the individual at risk for the use of restraints (Shah, Chiu, Ames, Harrigan, & McKenzie, 2000).

Predisposing Risk Factors
Emerging evidence suggests nurses should assess clients for evidence of predisposing characteristics that can contribute
towards the potential increase of restraint use. Figure 2 summarizes some predisposing risk factors and associated examples
that may include pre-existing behaviours or dementia (diagnosed/not diagnosed) that may be characteristics of the client’s
health.
R E C O M M E N D AT I O N S

Figure 2
Examples of Predisposing Risk Factors for Restraint Use
1. Advancing Chronological Age
2. Cognitive Changes
• Moderate-severe dementia
• Trauma
3. Decreased/Inability to Communicate
• Aphasia
4. Fecal & Urinary Incontinence
5. History of Falls/ Fear of Falls
6. Increasing Dependence
• Decline in mobility
• Increasing dependence for activities of daily living
7. Psychiatric Conditions
8. Responsive Behaviours
• Aggression, history of violence, injury to self or others
• Anxiety
• Challenging/Disruptive behaviours
• Restlessness, wandering
• Risk of injury to self or others
9. Sensory Impairments
• Deafened or hard of hearing
• Blind or low-vision impairment
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1) Advancing Chronological Age
Nurses should be aware that age in combination with other predisposing characteristics such as cognitive decline might
result in behaviours such as wandering, which may influence the nurse to consider the use of restraints. A study by Engberg,
Nicholas, Castle, & McCaffrey (2008) identified that an age greater than 80 years is a characteristic of individuals who have
been restrained.

2) Cognitive Changes

R E C O M M E N D AT I O N S

Delirium, dementia, depression and confusion with or without wandering are all risk factors for restraint use. Nurses’ awareness
and assessment for behaviours that are a result of cognitive functional decline is vital to implementing strategies that would
prevent the use of restraints. Kotynia-English, McGowan, & Almeida (2005) examined the implementation and efficacy
of an Interprofessional Psychogeriatric Team (IPT) for clients in long-term care homes who screened positive for psychiatric
morbidity (depression, dementia etc.) and health outcomes. One health outcome variable observed was restraint use. Screening
and early referral to the IPT did not significantly change the use of restraints, however, the study process allowed for early
identification on admission for clients at risk for restraint use. Clients with altered cognition as a predisposing factor appear
to have a higher risk of restraint use. Cognitive impairment may also act as a precipitating risk factor.

3) Decreased/Inability to Communicate
1. Nurses should be aware that certain clients (e.g. Stroke survivors with aphasia, Alzheimer’s disease) may not be able
to communicate their needs. The Canadian Coalition for Senior’s Mental Health (CCSMH) (2006) identifies that all
client’s behaviour has meaning and often is associated with unmet needs. Understanding the reasons for some of the
behavioural changes associated with a client’s inability to communicate is a first step towards developing care strategies
that provide alternatives to the use of restraints. There is limited research related to inability to communicate in restraint
literature however, clinical expertise would substantiate the importance of identifying this predisposing factor in client
assessment. The Alzheimer Care: Ethical Guidelines, Restraints (2011) available at: http://www.alzheimer.ca/english/
care/ethics-restraints.htm suggest it is important to:
a. Identify the problem by taking a moment to reflect on the client’s behaviour.
b. Analyze what the client is trying to communicate. Identify contributing factors may trigger the response.
c. List strategies to possibly resolve the issue. Choose the most appropriate one to implement.
d. Assess the chosen strategy and analyze why it did/did not work. Should another strategy be tried?

4) Fecal and Urinary Incontinence
Nurses’ awareness of the client’s ability to be independent and to ambulate for toileting is key for the safety of the client.
Decreased independence in toileting can place a client at risk for restraints. Nurses should be aware of an increase in risk for
agitation or aggressive behaviours in clients whose precipitating factor is the fear of not being able to toilet and/or fear of
incontinence (Putman & Wang, 2007). The nurse must also assess whether the client would attempt to ambulate independently
to avoid incontinence, which may result in a fall. Cognitive performance, incontinence and visual impairment are identified
as risk indicators for restraint use that requires further investigation (Becker et al., 2005).

5) History of Falls/Fear of Falls
Concerns about the safety of clients can result in restraint use when risk factors for falls have been identified. Nurses with
other members of the interprofessional team must assess clients for risk factors for falls on admission and implement in
the plan of care individualized multifactoral interventions that would prevent the use of physical restraints, including the
use of restrictive siderails (RNAO, rev. 2011; Safer Healthcare Now! [SHN], 2010). Engberg et al. (2008) found that falls, or an increase
in falls post admission to LTC, was associated with the introduction of a restraint. Rask et al. (2007) studied the effects
of a quality improvement falls management program that included education for nurses on the following eight-step fall
response paradigm:
BEST PRACTICE GUIDELINES •

w w w. r n a o . o r g

25

Promoting Safety: Alternative Approaches to the Use of Restraints

Within 24 hours of a resident falling:
		 1. Evaluate and monitor the resident;
		 2. Investigate the circumstances surrounding the fall;
		 3. Record circumstances, resident outcome and the staff response to the event;
		 4. Fax an alert to the Primary Care Physician;
		 5. Initiate immediate interventions;

R E C O M M E N D AT I O N S

Within one to seven days:
		 6. Conduct a falls assessment on the resident;
		 7. Develop a resident-specific plan of care; and
		 8. Post fall (one to six months) continue to monitor the implementation of specific interventions and the
resident’s response.
Rask et al. was able to demonstrate a substantial reduction in the use of restraints and falls from the improved care processes
and documentation based on the use of this response paradigm in the participating long-term care homes.

6) Increasing Dependence
a. Activities of Daily Living (ADLs) Performance
	Clients who are unable to independently perform their ADLs have been shown to be at an increased risk for the use of
restraints in long-term care homes. Kirkevold & Engedal (2004) found a strong independent correlation of restraint
use with low ADL performance. Engberg et al. (2008) confirmed that low independence in performing ADL, history
of falls, and low cognitive scores were associated with the initiation of a physical restraint.
b. Decline in Mobility
	Wandering, dependency on others for ambulation, history of falls and high risk for falls are all factors associated with
restraint use. Ability to mobilize independently is a key characteristic that should be assessed by the nurse to ensure
client safety. Becker et al. (2005) notes that residents in LTC who were unable to transfer independently experienced
a higher fall risk and restraint use. Engberg et al. (2008) studied residents in long term care homes and found those
residents who were restrained exhibited low cognitive performance, low ADLs and more walking dependence than
non-restrained residents. Rask et al. (2007) identified the loss of independence in ADLs, being bedridden, decline in
range of motion, use of nine or more medications, no discharge potential, and presence of pressure ulcers as common
resident characteristics related to mobility that resulted in the use of restraints.

7) Psychiatric Conditions
The emerging literature reflects that certain combinations of behaviour characteristics with the presence of a psychiatric
diagnosis place clients at increased risk for the use of restraints that includes seclusion (Kaltiala-Heino, Tuohimaki, Korkeila, &
Lehtinen, 2003).
Adult:
	Characteristics of restrained adults in mental health settings include (Downes, Healy, Page, Bryant, & Isbister, 2009; Flannery,
Rachlin, & Walker, 2002; Hellerstein, Staub, & Lequesne, 2007):
• Violence as a result of self poisoning;
• Alcohol and drug intoxification or withdrawal;
• Psychiatric organic illness;
• Personality disorder;
• Agitation; and
• Older persons with schizophrenia.
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Youth:
Characteristics of restrained youth in psychiatric settings include (Delaney & Fogg, 2005):
• Male gender;
• Multiple admissions to the facility;
• Longer hospitalizations;
• Diagnosis of a psychotic disorder;
• Previous psychiatric hospitalization;
• Enrolled in special education, in foster care or in custody of the Department of Children and Family Services;
• History of voicing suicidal ideation and attempting suicide; and
• Threatening, agitated or assaultive behaviours.
R E C O M M E N D AT I O N S

8) Responsive Behaviours
• Aggression, history of violence, risk of injury to self or others:
Nurses should be aware of the client’s safety and potential for harm to self/others when the client exhibits aggressive
behaviours. Moderate and severe dementia and aggressive behaviours are client characteristics associated with the
use of restraints (Kirkevold & Engedal, 2004).
• Anxiety, Challenging/Disruptive behaviours:
Nurses need to help clients recognize their internal emotional states and identify any precipitating factors in order
to assist the client in the development of self-control strategies that would increase the use of appropriate responses.
Dean, Duke, George, & Scott (2007) outline that challenging behaviours should be managed by strategies that prevent or minimize the use of restrictive interventions (e.g. least restraints) and include engaging the client in the use
of other appropriate responsive behaviour options.
• Restlessness/Wandering:
Nurses should be aware that client restlessness may trigger behaviours such as wandering or treatment interference
and is a discriminating factor for restraint application (Choi & Song, 2003).
• History of Self-injury:
Nurses should identify predisposing factors that may raise the concern for client potential to self injure. In long-term care
homes, self-injurious behaviours were found in 22% of the clients with dementia and correlated with the use of benzodiazepine and/or the use of restraints (de Jonghe-Rouleau, Pot, & de Jonghe, 2005). These clients were more often immobile,
restrained in bed and had been prescribed benzodiazepines. Self-injurious behaviours included head banging, biting and
scratching of oneself (de Jonghe-Rouleau et al.). Self-injury or harm can also be accidental and non-intentional such as those
carried out during dissociative states found in psychiatric populations (National Institute for Clinical Excellence [NICE], 2004).

9) Sensory Impairments
Hearing and vision impairments in clients are concerns that should be assessed by the nurse and interprofessional team
to help keep the client safe. Hearing and vision impairments have been strongly associated with falls and initiation of
restraints (Lee, Hui, Chan, Chi, & Woo, 2008; Putman & Wang, 2007).
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Precipitating Risk Factors
The nurse will need to assess and monitor the client for any additional precipitating risk factors (Figure 3) that may occur
as a result of changes to the normal client situation such as, admission to a health-care setting that could potentiate the
development of behaviours at risk for restraint use. It is generally acknowledged that the greater the number of risk factors
(predisposing and/or precipitating), the greater the risk for restraint use. Many of the precipitating risk factors for restraint
use may have previously been predisposing factors but the change in settings and client situation threatens the client’s ability
to cope.
Figure 3

R E C O M M E N D AT I O N S

Examples of Precipitating Risk Factors for Restraint Use
Cognitive Changes:
• Delirium
• Dementia
• Sundowning
• Unable to remember instructions
Decreased Mobility:
• Bedridden
• Lack of assistive devices
Environmental Factors:
• Music
• Noise
• Temperature
• Unfamiliar environment
Falls
Medications Influences:
• Alcohol and substance abuse
• Benzodiazepines
• New medications
• Polypharmacy
• Psychoactive agents
• Unanticipated side effects
Multiple Admissions
Surgery/ Procedural Interruptions
Unmet needs:
• Anxiety
• Fear
• Hunger
• Pain
• Thirst
• Toileting
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Cognitive Changes:
In addition to the information outlined in the predisposing risk factor section for cognitive changes, the nurse will need to
continue the monitoring of clients for new cognitive changes, such as the onset of a delirium superimposed on a pre-existing
dementia, which can then lead to the potential for restraint use. (RNAO, rev. 2010a,b).

Decreased Mobility, Falls

R E C O M M E N D AT I O N S

In addition to the information outlined in the predisposing risk factor section for impaired mobility, it is very important
for nurses to know what devices are used as essential components for the safety of the client and not intended to work as
a restraining devices. An example would be the use of siderails to prevent harm in the transportation of clients or the use
of siderails in specialty areas such as operating or procedure rooms, recovery room, intensive care and paediatric settings.
Siderails may not be considered a physical restraint under these circumstances but should be reviewed to ensure the use is
protective, and an essential component for the safety of the client. Current literature supports a focus on understanding the
cause of client’s behaviour and the promotion of alternative individualized multifactorial strategies for clients at risk for
falls rather than trying to control behaviour through the use of restraints. A systematic review by Ng, McMaster, & Heng
(2008) demonstrated there is no evidence to support that restrictive siderail use prevents falls in acute care hospital settings.
Studies continue to demonstrate a decrease in injury from falls with no change in rate of falls when physical restraints and
restrictive siderails are not used (RNAO, rev. 2011).

Environmental Factors
Nurses should be aware of agitation or anxiety in clients that may be triggered by environmental factors and create strategies with
the interprofessional team to prevent or minimize these influences and prevent the use of restraints. Putman and Wang (2007)
identified the importance of understanding any contributing factors in nursing home environments related to resident behaviours associated with agitation or anxiety. Nobili et al. (2008) compared Alzheimer Special Care Units (ASCU) to traditional long term care homes and found that clients with dementia admitted to ASCU had lower rates of hospitalization, use of
physical restraints and a higher withdrawal from antipsychotic agent use. The ASCU staff was interprofessional (physicians,
nurses, psychologists, rehabilitation and occupational therapists) and trained in the assessment of behavioural problems
and the stimulation of residual cognitive and functional performance through use of various activities, occupational
therapy and individualized care. Each ASCU had to implement a specifically designed program on environmental renewal
which included the creation of wandering areas, separate areas for structured activities, minimization of noxious stimuli,
bright coloured room doors/hand rails to facilitate identification, neutral wall colours, secured magnetic-locked exit doors
with digital codes for release to open and wayfinding cues to help residents identify different areas and routes).

Medication Influences
Benzodiazepines and psychoactive agents such as antidepressants and substance abuse, including alcohol, increase a client’s
risk for restraint. Upon client admission and on a routine basis nurses must assess the impact of the client’s medication
use on behaviour that places the client at risk for the use of restraints. The initiation of restraint use was found to be
associated with a previous fall and use of psychoactive medication (RNAO, rev. 2011). While medication is often initiated
for its therapeutic effects, the side effects that may occur from the use of the medication and/or abuse or dependency on the
medication can result in responsive behaviours associated with the use of restraints (Engberg et al., 2008; Möhler, Richter, Köpke, &,
Meyer, 2011; Putman & Wang, 2007).

Multiple Admissions
See Predisposing Factor # 7 Psychiatric Conditions.

BEST PRACTICE GUIDELINES •

w w w. r n a o . o r g

29

Promoting Safety: Alternative Approaches to the Use of Restraints

Surgical/Procedural Interventions
Certain health-care environments require appropriate decision-making regarding what is an essential component of the
procedure to ensure the client is safe and protected from harm. Treatment processes that occur in health-care settings such
as operating/recovery rooms and intensive care units can often trigger fear, confusion and anxiety in clients. This experience
can create an environment that places the client at risk of developing responsive behaviours such as aggression or confusion
and lead to treatment interruptions such as preventing the insertion or discontinuation of intravenous therapy. A study by
Sullivan-Marx, Kurlowicz, Maislin, & Carson (2001) identified that physical restraint use post operatively was predicted by
the presence of preoperative risk factors such as younger age (less than 85 years), confusion, dementia, requiring assistance/
dependency in activities of daily living and the use of restraints preoperatively.
R E C O M M E N D AT I O N S

The CNO (rev.2009c) identifies that there are circumstances where the nurse may need to restrain a client who is not capable
of understanding the necessity of an intervention (e.g. endotracheal tube inserted to assist in breathing). CNO outlines
that certain circumstances require the appropriate use of restraints but that the client should receive explanations from the
nurse as to why the restraint must be used and encourages discontinuation of the restraint as soon as safely possible.
• Treatment Interruption
Nurses were more likely to use restraints if they perceived a client’s safety was at risk of exhibiting behaviour that
would interfere with medical/therapeutic interventions such as intravenous therapies or indwelling catheters
(Ludwick, Meehan, Zeller, & O’Toole, 2008). Choi & Song (2003) identified that clients who were admitted to an intensive
care unit and had a restraint applied for restlessness were exhibiting behaviours that nurses’ felt might lead to the
interruption of a medical device.

Unmet Needs
Nurses need to be aware that clients with declining ADLs may not be able to meet their basic needs (e.g. hunger, pain, thirst)
and the presence of any predisposing factors such as anxiety, fear or the need to toilet may be actual precipitating factors that
result in challenging client behaviours (aggression, harm to self/others) that result in the use of restraints (Engberg et al., 2008).
RECOMMENDATION 3
Nurses should utilize clinical judgment and validated assessment tools to assess clients at risk for
restraint use.
Level of Evidence = IIb

Discussion of Evidence
Nurses’ ability to identify on admission and throughout an episode of care those clients at risk for behaviours that may lead
to harm of self/others is essential to safe client care. Overall a combination of clinical judgment with further evaluation by
use of screening tools (if available) targeted to the identification of specific client factor(s) will help to identify clients at
highest risk and can facilitate further referral and planning of interventions by the interprofessional team. The nurse with
other members of the interprofessional team can then work with the client to develop preferred strategies for coping and
to manage responsive behaviours leading up to and during a crisis event to prevent the use of restraints. The Massachusetts
Department of Mental Health website http://www.mass.gov/eohhs/gov/departments/dmh/ has a Restraint/Seclusion Reduction Safety Initiative and gives some examples of age-appropriate interviewing tools for children, adolescent or adult
clients that help identify predisposing/precipitating factors and plan for client preferred approaches. The children’s tools are
accompanied by pictures to help identify interview triggers, warning signs and what makes the child feel better.

30

R E G I S T E R E D N U R S E S ’ A S S O C I AT I O N O F O N TA R I O

Promoting Safety: Alternative Approaches to the Use of Restraints

Obtaining a thorough history from the client/family/SDM on admission and on an ongoing basis is important in determining the individual’s risk for injury due to falls and/or cognitive impairment (RNAO, rev. 2010b; RNAO, rev. 2011; SHN, 2010). RNAO
(rev. 2010b) outlines that the best use of any assessment tool is to first identify the specific risk factors so that prevention can
be tailored to the identified risks. Furthermore, the comprehensive assessment should include a focused history, physical
examination, medication review, cognitive, functional and environmental assessments to link any assessment findings to
evidence-based interventions.

R E C O M M E N D AT I O N S

Assessment tools are available to assist nurses explore in depth the identified client risk factors that places them at risk for
the use of restraints (Engberg et al., 2008; Yamamoto, Izumi, & Usui, 2006). The use of validated tools is helpful in identifying specific
client needs when planning care as the tools facilitate the specific factor assessment. Some examples include:
• Cohen-Mansfield Agitation Inventory (CMAI) for assessment of agitation (Cohen-Mansfield,1989);
• Staff Observation Aggression Scale-Revised (SOAS-R) (Tenneij, Goedhard, Stolker, Nijman, & Koot, 2009) for aggression;
• Short-Term Assessment of Risk and Treatability (START) (see Appendix F) for historical and current assessment of
seven risk domains (violence, suicide, self-harm, self-neglect, unauthorized absence, substance use, and victimization);
• Broset Violence Checklist (BVC) (see Appendix G) to assess confusion, irritability, boisterousness, verbal threats,
attacks on objects; or Historical-Clinical-Risk Management: 20 (HCR-20) (see Appendix H) to assess the historical
and current risk for violence in psychiatric, corrections or forensic settings;
• Tools for altered cognition (delirium, dementia and depression [RNAO, rev 2010b]); and
• Tools for assessment of pain (RNAO, rev. 2007a).
Flannery et al. (2002) identifies that clients with a previous history of violence and or assault have an increased risk for restraint
use. Hellerstein et al. (2007) describe a hospital-wide effort to decrease restraint and seclusion of clients in psychiatric
facilities with interventions that include decreasing initial time in restraint from four to two hours before a new order was
required, education of staff concerning identification of clients at risk of restraint or seclusion, early intervention to avoid
crisis and use of a Coping Agreement Questionnaire (CAQ) (see Appendix I) to assess client preferences for dealing with
agitation. The CAQ asks clients what makes them upset; how they have responded when upset; and how they would prefer
to be treated while on the ward as well as obtaining family/substitute decision-maker (SDM) input on effective methods
for coping. The use of a tool such as the CAQ may assist nurses with the interprofessional team to identify client specific
prevention and alternative strategies that incorporate the client’s own strengths and skills.
Aggressive behaviour can lead to increased use of restraints. Assessment helps to identify clients who may demonstrate
aggressive behaviour as well identify any precipitating factors that contribute to aggressive episodes requiring ongoing
behaviour management or crisis intervention (RNAO, rev. 2006b).
RECOMMENDATION 4
Nurses in partnership with the interprofessional team and client/family/substitute decision-makers
(SDM) should create an individualized plan of care that focuses on alternative approaches to the
use of restraints.
Level of Evidence = IIb

Discussion of Evidence
Collaboration among interprofessional colleagues is considered an essential strategy for ensuring client safety (Swauger &
Tomlin, 2000). Nurses in collaboration with the interprofessional team and client/family/SDM should focus the plan of care
on interventions that demonstrate an understanding of the client’s needs and wishes in order to prevent and/or minimize
behavioural symptoms that may be a reflection of unmet needs (CCSMH, 2006). Implementing alternative strategies in
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the plan of care follows a thorough assessment of individual client characteristics that should include the client’s level of
orientation, physical and functional ability and environment factors (Dunn, 2001; Snyder, 2004).
The focus of nursing care management should be on identifying the factors that contribute to the behavioural presentations
of unmet needs. When the reason(s) or cause(s) for the behaviour are identified, individualized interventions can be
planned and used to assist the nurse, interprofessional team and client to resolve issues that may lead to the consideration of
restraint use. Happ (2000) identified ascertaining the meaning of behaviour, staff continuity and presence, individualization
of strategies and frequent re-evaluation, and persistence as key principles in non-restraint strategies to prevent treatment
interference. Happ (2000) and Snyder (2004) identified best practice approaches to prevent treatment interference in the
older adult (see Figure 4) and paediatric critical care settings (see Figure 5).
R E C O M M E N D AT I O N S

Figure 4

Non Restraint Strategies to Prevent Treatment Interference in Adults (Happ, 2000)
Explanation and Reminders
• Frequent verbal explanation
• Guided visualization of device
• Written reminder
Distraction and Diversion
• Activity apron
• Occupational therapy consult
• Writing tools
• Reading material
• Gadgets
• Photo albums
• Washcloths
• Empty tubing/packaging
• Music
• Television
Camouflage
• Long sleeved gowns
• Generous tape, ace wrap or dressings at site
• Commercial device-protective, cushioned sleeve, or IV site guard
• Abdominal binder
• Tubing out of visual field
Comfort and Positioning
• Repositioning/specialty mattress
• Tube stabilizer
• Augmentative communication
• Analgesia/sedation
• Aromatherapy
• Massage/touch therapies
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Technologic Reduction
• Discontinue nonessential devices
• Intravenous adaptor
• Replace with less restrictive/less intrusive device
Environment
• Maximize Visualization
• Video camera
• Noise reduction
• Family presence
• Sitter/companion
R E C O M M E N D AT I O N S

Permission granted Copyright Clearnace Center

Figure 5

Nursing Intervention Strategies to Prevent Treatment Interference in Children
(Snyder, 2004)

• Establish rapport with child and family
• Provide child and family with pertinent information
• Provide child with creative and stimulating activities
• Attach devices in a way that maintains comfort
• Insert devices in locations that do not interfere with natural body movements
• Use camouflage that is lightweight and comfortable
• Use tape judiciously
• Prepare child adequately for stressful procedures
• Engage child while carrying out procedures
• Offer the child choices
• Use guided exploration
• Embrace family-centered care
• Choose interventions that may prevent treatment interference carefully
• Use distraction during stressful procedures
Permission granted Copyright Clearnace Center

Crock et al. (2003) identified that children can experience distress and pain during repeat procedural interventions of a
diagnostic or treatment nature such as bone marrow and lumbar puncture tests. Pre-procedure assessments assist the nurse
and interprofessional team to evaluate how frightened or upset the child is about undergoing the procedure and to evaluate
approaches to care that can help minimize the risk of harm from responsive behaviours such as fear, anxiety, agitation or
aggression (see Recommendation # 2, subsection: Surgical/Procedural Interventions). After the procedure there should be
an evaluation with the client about the level of discomfort experienced to assist the nurse and interprofessional team in
planning for future procedures to help minimize responsive behaviours associated with treatment interference (Crock et al.).
In order to fully understand the meaning of behaviour, address the unmet needs of clients and accurately determine the
best client specific prevention and alternative approach strategies (see Appendix J - a sample list of alternate approach
suggestions based on presenting behaviours) that would prevent or limit the use of restraints, the nurse must:
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• Understand factors that lead to behaviours of harm to self/others that could result in considering the use of
restraints and know all behaviour has meaning (see Recommendation # 2);
• Assess the client for predisposing or precipitating factors that may result in unmet needs demonstrated in behaviours
for which a restraint may be considered (see Recommendations # 2 and # 3);
•D
 evelop a client-specific individualized plan of care to meet a client’s therapeutic needs and wishes as indicated by
short- and long-term goals for the prevention or minimization of behaviours of harm to self/others;
• Collaborate and communicate with the interprofessional team to ensure an awareness of the plan of care which
contains the prevention and alternative approach strategies and de-escalation preferences to be considered to avoid
the use of restraints;
R E C O M M E N D AT I O N S

• Continuously assess a client’s response to prevention and alternative approach strategies and evaluate and make
changes to the plan of care and interventions. It may take several attempts to determine the alternative strategies that
might work best for the client based on the presenting problem, to prevent or limit the use of restraints;
• Be aware of their own personal values and knowledge of the clinical issues to mitigate their own personal values
or attributes which interfere with what the nurse knows to be the client’s choices and values (CNO, rev. 2009b). Studies
highlight the importance of self- awareness and self-management in influencing a nurse’s ability to have therapeutic
interactions and implement effective strategies. Johnson & Hauser (2001) found that nurses who were aware of their
own values and emotional responses were able to remain calm and use therapeutic use of self to meet the needs of
the client. Bigwood & Crowe (2008) examined mental health nurses’ experience of physical restraint and found a
primary source of conflict was the nurses’ goal to maintain control and the professional values of the therapeutic
relationship. Karlsson, Bucht, Eriksson, & Sandman (2001) found there was a significant relationship between nurses’
decisions and their attitudes toward restraint use. Examples of evidence-based resources, tools and questionnaires
are available to assist health-care providers’ evaluate their own values associated with restraint use. An example
website is the Penn Nursing Science, University of Pennsylvania School of Nursing available at: http://www.nursing.
upenn.edu/cisa/Pages/Research.aspx which has the following questionnaires:
• Primary Nurse Questionnaire (PNQ)
• Perceptions of Restraint Use Questionnaire (PRUQ) (see Appendix K), with Matrix of Behaviours and Interventions
Chart
There are many ways to approach the assessment and care of clients at risk for responsive behaviours that may lead to
restraint use when developing the plan of care. O’Hagan, Divis, & Long (2008) describe advance directives and crisis plans
as instructions to be completed while clients are not exhibiting responsive behaviours to indicate and direct health-care
providers on what to do when clients get agitated or the treatment and support they prefer in a crisis. O’Hagan et al. outline
that all individuals admitted to a facility should be assessed as soon as possible for violence risk, history of trauma and
substance abuse so that nurses can work in partnership with the interprofessional team and client/family/SDM to develop a
crisis prevention plan. This process should help to identify the triggers and early warning signs and facilitate the discussion
and negotiation of strategies that the nurse and interprofessional team can apply to prevent and de-escalate responsive
behaviours such as agitation or aggression (O’Hagan et al.).
There are multiple models of care that may assist nurses and the interprofessional team to work with clients/family/SDM
such as:
• Wellness Recovery Action Plan ® (WRAP®) – http://www.mentalhealthrecovery.com/aboutwrap.php;
• P.I.E.C.E.S.TM – http://www.piecescanada.com/;
• Tidal Model – http://www.tidal-model.com/.
The underlying principle of any type of model or approach to care is to prevent and extinguish or minimize behaviours
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that could be potentially harmful while reinforcing appropriate responsive behaviours in support of the client in crisis (Dean
et al., 2007). The use of targeted client-specific interventions helps to minimize the risk of escalating responsive behaviours
caused from precipitating factors and/or the demonstration of responsive behaviours that may not be appropriate. Use
of multiple strategies in an individualized plan of care that takes into consideration client preferred strategies is the best
approach to prevent the use of restraints. This plan developed prior to the client demonstrating responsive behaviours
should be acknowledged and respected to support the needs of the client when in crisis. Some examples of how to identify
and document precipitating factors, trends in behaviours and effective client preferred preferences can be seen in Appendix
L, the Antecedent, Behaviour and Consequence (ABC) charting tool and Appendix M, the Behaviour Monitoring Log.
RECOMMENDATION 5
R E C O M M E N D AT I O N S

Nurses in partnership with the interprofessional team should continuously monitor and
re-evaluate the client’s plan of care based on observation and/or concerns expressed by the
client and/or family/SDM.
Level of Evidence = IV

Discussion of Evidence
It is recommended that a repeat assessment should be done at regular intervals or in response to a significant change in the client’s
behaviour or functional status. The purpose of continual assessment is to identify symptoms that would require further
investigation and allow the team to respond to changing needs and adjust prevention and management interventions
(CCSMH, 2006). Routines established to monitor and reassess the effectiveness of interventions in the plan of care could be
guided by legislation pertaining to the type of organization and/or client population (e.g. Ministry of Health and Long-Term
Care: Long-Term Care Homes Act, 2007 and Ontario Mental Health Act, 1990). It is very important for nurses to be aware
of any legislation pertaining to their organization and client population that helps to establish and guide these monitoring
and reassessment routines. A structured or standardized approach to screening (e.g. use of protocols to assess for factors
that place the client at risk for the use of restraints) is often helpful because tools and protocols can guide the nurses and
interprofessional team to review more than one measure (e.g. self-report, proxy report and observation) and take into
consideration other factors such as type of client, the client’s unique history and diagnosis, specific triggers and setting.
Again, based on setting and client population some assessment tools are mandated (e.g. Resident Assessment Instrument
[RAI] Minimum Data Set [MDS] or the Functional Independence Measure [FIM] used in rehabilitation settings) (RNAO,
rev. 2010a) and nurses should be aware of this type of mandated requirement. The findings from screening should trigger
the use of a decision-making algorithm (see Appendix N) or use of a behaviour profile documentation form (see Appendix
O) to guide nurses and the interprofessional team to implement a targeted assessment, initiate specific treatment for the
identified symptoms and circumstances and ensure that the appropriate changes to interventions are made in the plan of
care (CCSMH).
Ongoing assessment of client behaviours would alert the nurse and interprofessional team as to the immediate need to
implement alternative strategies for prevention and/or de-escalation and crisis management techniques (RNAO, rev. 2006b;
RNAO, rev. 2010a; RNAO, rev. 2010b). The plan of care should direct and promote ongoing assessment and evaluation of clinical
outcomes and treatment effectiveness. This is critical for monitoring changes in the client and ensuring intervention
objectives are aligned with client-centered goals (CCSMH, 2006; RNAO, rev. 2010a). The continuous monitoring will allow for the
early identification of unexpected clinical outcomes and should trigger the assessment and review of the plan of care by the
interprofessional team. Alternatively, continual assessment can also allow nurses and team members to identify improvements
in client conditions indicating the client is responding to treatment modalities and/or individualized interventions
resulting in a decreased risk for restraint use.
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It is important for nurses to recognize that the process of screening and assessment is ongoing to detect changes in cognition,
mood, behaviour and functioning and that the communication and documentation of the results of the assessment is critical
to safe, quality client care and to prevent the use of physical restraints (RNAO, rev. 2010a). It is recommended that the nurse
should obtain where appropriate and with the consent of the client, a collateral history from reliable informants, which
may include relatives and caregivers, who can accurately identify changes in the client’s behaviour (RNAO, rev. 2010b). The
Documentation Standard (CNO, rev. 2008) supports nursing standards of practice and documentation that demonstrate the
nursing assessment of the client’s needs, identification of an individualized plan of care to meet client’s therapeutic needs
and wishes which reflects the client’s perspective, that care is applied within the therapeutic nurse-client relationship and
supports communication with the interprofessional team.

R E C O M M E N D AT I O N S

RECOMMENDATION 6
Nurses in partnership with the interprofessional team should implement multi-component
strategies to prevent the use of restraints for clients identified at risk.
Level of Evidence = IIa

Discussion of Evidence
Studies (Ludwick et al., 2008; Vance, 2003) outline the complexities of decision-making that influence nurses’ decision to use
restraints. The knowledge and implementation of multi-component prevention and alternative strategies to prevent or
minimize the use of restraints is growing (Evans et al., 2002). The implementation of alternative strategies (see Appendices
J and P) requires safe and least restrictive care environments, early assessment, intervention and individualized plans of care.
An individualized approach to the plan of care is foundational to achieve the goal of restraint prevention. Studies (Amato,
Salter, & Mion, 2006; Dean et al., 2007; Donat, 2003; McCue, Urcuyo, Lilu, Tobias, & Chambers, 2004) identify the following multi-component
aspects of restraint prevention:
• Support of administration and leadership;
• Review of seclusion/restraint incidents;
• Education of staff, client/family/SDM;
• Consultation with appropriate interprofessional team members;
• Early detection and identification of clients’ risks;
• Reinforcement of the client’s appropriate responsive behaviours;
• Group programming; and
• Individualized plans of care.
Some different strategies suggested by studies to prevent restraint use are:

Consultation
• Nurse Practitioners (NP) and Clinical Nurse Specialists (CNS)
NP and CNS specialists can be used as resources and role models within organizations to assist nurses through
the intricacies of the decision-making process related to restraints (Evans et al., 2002; Möhler et al., 2011). NP/CNS role
modeling and consultation with nurses at the point of care can result in the provision of education to identify
clients at risk and facilitate the development of good clinical decision-making skills while providing the dissemination of policy and practices that support the use of alternative approaches to the use of restraints in advance or
during episodes of escalating client behaviours.
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• Rapid Response or Crisis Response Teams
Studies (McCue et al., 2004; Prescott, Madden, Dennis, Tisher, & Wingate, 2007) suggest use of response teams to assist with
de-escalation of client responsive behaviours to prevent or minimize the duration of restraint use and consultation
for prevention of further restraint episodes. Prescott et al. found in an acute psychiatric care setting that the use of
a rapid response team had significant reductions in mechanical restraint use in a six-week intervention period.

Behaviour Management Programs

R E C O M M E N D AT I O N S

Systematic behaviour management programs are effective for reducing aggressive behaviours in many clients and the associated
risk of restraint use. A study by Dean et al. (2007) demonstrated a decrease in aggressive behaviours and restraint use when
staff training, individualized care and management plans, early intervention, reinforcement of appropriate behaviour and
the least restrictive form of restraint intervention was used in children and adolescents on a psychiatric unit. McCue et al.
(2004) identified that use of stress/anger management groups for clients assisted in reducing aggressive behaviours and
the subsequent use of restraints. It is important for nurses to collaborate with the interprofessional team and client when
developing and implementing behaviour management programs and to continually evaluate the strategies for effectiveness
in reducing responsive behaviours.

Decision-Making Algorithms and Tools
Tools should be used to assist nurses to identify alternative multi-component strategies to siderail use in the provision of care.
Appendix Q is an example algorithm that provides strategies that can be considered by the nurse to prevent the use of restrictive
siderails. Capezuti et al. (2007) used APNs to evaluate restrictive siderail use in individual residents and conduct facility-wide
education in four long term care homes. The findings concluded that restrictive side rail use on residents can be safely
reduced without an increase in bed-related falls, recurrent falls or serious injuries (see Recommendation # 2, subsection: Fall
Risk/History of Falls) which confirms findings from a earlier study by Capezuti, Maislin, Strumpf, & Evans (2002).

Orientation
Vidan et al. (2009) outlined the following multi-component intervention strategies to manage and/or prevent delirium in
seniors with associated agitation that may result in the use of restraints:
• Orientation of all clients;
• Use of clocks and calendars in each room;
• Reminders to clients of time of day, date, place and reason for hospitalization;
• Reminders to wear glasses and hearing aids if applicable;
• Sleep preservation -- hot milk or chamomile tea before sleep; avoid procedures during sleep time;
• Mobilization each day;
• Avoid continuous fluid therapy; and
• Change position every three hours if clients are immobile to prevent skin breakdown and pressure ulcers.

Recreational Activity
Putman & Wang (2007) used a multi-component group of interventions to understand the factors contributing to the
resident’s agitation and anxiety including the impact of the nursing home environment as it related to the responsive
behaviour. Offering resident-driven recreational activities as part of a multi-component group of interventions can decrease
agitation and anxiety while increasing socialization resulting in a decrease in restraint use and the use of antipsychotic
medication (Putman & Wang).
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RECOMMENDATION 7
Nurses in partnership with the interprofessional team should implement de-escalation and crisis
management techniques and mobilize the appropriate resources to promote safety and mitigate
risk of harm for all in the presence of escalating responsive behaviours.
Level of Evidence = IIb

Discussion of Evidence
R E C O M M E N D AT I O N S

Nurses should be aware of environmental factors that can lead to escalating behaviours and increased agitation in clients
such as crowding, noise or lack of privacy. Awareness of client-specific triggers or factors that influence the client’s behaviour
is a prevention strategy and key principle in personalizing a specific de-escalation plan with client identified techniques (see
Appendix R). Prevention includes being aware of the early signs of increasing agitation as it applies to the client’s pattern
of behaviour. Tools (see Appendices S and T) are available to assist the client with the nurse to identify or be aware of early
signs of escalating responsive behaviours. Knowledge of early signs of escalating responsive behaviours is an important
aspect of prevention, and is important in the consistent implementation of the client’s individualized behavioural plan of
care by all health-care providers. Specific interventions identified by the client to be effective strategies in the early stages in
de-escalating their behaviours may be most effective.
It is essential for nurses to have knowledge of a broad range of de-escalation and behaviour management strategies to ensure
effective performance in crisis situations. Appendix U provides some suggestions that can be used by nurses to de-escalate
client responsive behaviours and implement client-preferred interventions to assist them to cope. Nurses should have a selfawareness of their abilities in de-escalation and crisis management, trauma informed care, gentle persuasion, and client/
family centered care. The nurse should be able to demonstrate competence in the use of therapeutic/interpersonal communication (see Recommendation # 1), including the appropriate use of assessment tools (See Recommendations # 2 and
#3) that evaluate client risk to deal with complex situations.
Nurses need to know when to collaborate with interprofessional team members and the organization’s leadership about
considering any modifications to the environment based on the client’s potential for demonstrating responsive behaviours
at risk of harm to self/others. Environmental modifications can help decrease the potential for escalating harmful behaviours
while providing a safe space for nurses to employ de-escalation strategies to manage the client’s escalating behaviours before
considering the use of restraints. A study by Beck et al. (2008) investigated the patterns of restraint and seclusion in a psychiatric
facility and found that low risk clients (>.15 seclusion or restraint incidents per month over course of hospitalization) were
less likely to be the perpetrators of injury or incidents and had different diagnostic and demographic characteristics than
high risk clients (>6 incidents in first two months). Beck et al. concluded that new admissions with low risk should be assigned to a less restrictive treatment environment. However, there is limited research and evidence on the effectiveness of
various de-escalation and crisis management techniques (Möhler et al., 2011).
Nurses should consider the physiological and psychological components in de-escalating situations and complete a comprehensive assessment to determine the source of the client’s behaviours and try to detect patterns. Physical stress, such as
hunger, and pain or physiological stresses, such as infection and delirium are approached differently than agitation from
overcrowding, noise, or confusion (NCCNSC, 2005; Park, Hsiao-Chen Tang, & Ledford, 2005). Johnson & Hauser (2001) identify a
model for a pattern of action (see Figure 6) for nurses who have the skills to appropriately de-escalate a client’s behaviour.
This model of action includes the ability to:
• Appropriately observe and understand the needs of the client;
• Take into consideration the environmental factors that may be contributing to the client’s behaviours;
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• Assess the meaning of the client’s demonstrated behaviours; and
• Intervene by employing the most appropriate intervention(s) identified that will hopefully meet the client’s needs.
The nurse, with the interprofessional team, should consider their organization’s standardized approach to de-escalation and
crisis management when creating a client’s individual plan of care. Alternative approaches can include providing comfort
to the client, providing meaningful activities for the client and providing the client with a safe environment (Snyder, 2004).
Treatment approaches for agitated behaviours must be utilized within the context of the situation, the clients’ psychopathology, the age of the client, and the degree of anxiety and agitation demonstrated by the client on the continuum of
escalating behaviours (from anxiety, agitation to verbal or physical aggression) (Johnson & Hauser, 2001).

Figure 6: Patterns of Action for De-escalating Client Behaviour
Noticing the Patient

Knowing where the patient is
Patient on the continuum

R E C O M M E N D AT I O N S

Reading the Situation

Reading the patient

Understanding the meaning
of the behaviour

Connecting with the Patient

Knowing what the
patient needs

Matching the Intervention

Reprinted with permission from Mental Health Nursing.

RECOMMENDATION 8
Nurses in partnership with the interprofessional team should engage in care practices that
minimize any risk to the client’s safety and well-being throughout the duration of any
restraining process.
Level of Evidence = IV

Discussion of Evidence
Restraint-free environments require a philosophy where the first focus of care is predominately on assessment, prevention
and use of alternative approaches. The second focus of care is on the implementation of alternative strategies, including
use of de-escalation interventions and crisis management techniques; with the use of restraints as a last resort only after
all other alternatives have proven ineffective (see Figure 1). Choi and Song (2003) outline that nurses are the primary
decision-makers in the use of restraints for client safety. There is insufficient evidence to support the use of restraints
including seclusion for short-term management of disturbed/aggressive behaviour in adult psychiatric settings (Mamun &
Lim, 2005; McCue et al., 2004; Nelstrop et al., 2006). The literature related to the management of responsive, aggressive or harmful
behaviours (Choi & Song; CNO, rev., 2009c; Maccioli et al., 2003; Mamun & Lim; Muralidharan & Fenton, 2008) suggests that if a restraint
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(including seclusion) is deemed necessary, the nurse should:
• Review client-specific precipitating and predisposing criteria;
• Identify the client’s responsive behaviour;
• Document and initiate strategies that include client preferences for use of alternative approaches and de-escalation
strategies to help client with coping;
• Consult with the interprofessional team and client/family/SDM and initiate only after attempts to modify or
eliminate the risk factors have not been successful and a restraint is required;
• Initiate a physician’s order -- time limited, specific to the type of restraint and product used;
• Advocate for the least restrictive form of restraint and for the earliest trial for the safe removal of the restraint;
• Continue to explore new alternative strategies;
• Review consent with the client/family/SDM;
• Initiate a plan of care in collaboration with the interprofessional team and client/family/SDM;
• Be aware that clients who are not sure why they are being restrained will feel unsafe and ensure the client is given
explanations as to their rights, why they are being restrained and what needs to happen (behaviour) in order for
them to be removed from the restraints;
• Provide ongoing monitoring as per organization policy that outlines the frequency and type of monitoring
required for client safety, the client response to the restraining process, any comfort measures given and the process
to explore use of new alternative strategies and trial earliest safe release of the client from restraints;
• Document restraint use and monitoring of the client on a standardized restraint form; and
• Debrief with interprofessional team and client/family/SDM to support:
		 ■ The strengthening or re-establishment of the therapeutic relationship from the client’s perspective;
		 ■ A review of the restraint episode from a mitigation of risk perspective. The review should focus on an analysis of
the prevention, de-escalation and best practice strategies used prior to the use of restraints, including environment
considerations and an evaluation of what did and did not work, with subsequent adjustments to the client’s plan
of care; and
■
		 A review of any client complications or safety concerns surrounding the restraining event or as direct result of the
use of restraints, as these types of harmful incidents may be prevented with further review, adjustment of policies
and procedures and education of staff.
Reduction in the use of physical restraints may result in an increase in use of chemical restraints (Beaulieu et al., 2008). To minimize
this possibility, Thapa et al. (2003) does not recommend the use of “as needed” medications as there is a potential for
coercive administration resulting in inappropriate use. Overuse of “as needed medications” in clinical practice can result in
loss of the client’s rights and can have legal implications. There should be a process for the nurse with the interprofessional
team to review the use and administration of “as needed” medication to ensure these are not being used as chemical
restraint in the clinical setting. Voyer et al. (2005) suggest the use of alternative solutions to reduce unnecessary administration
of neuroleptic medications for disruptive behaviours and sleep problems. Sleep disturbances should be assessed and the
use of sleep aids and sleep hygiene strategies considered. Alternative strategies such as music (Janelli, Kanski, & Wu, 2002) and
aromatherapy (Friedman, Mendelson, Bingham, & Kates, 2009) have been identified as producing a calming effect on unrestrained
clients with responsive behaviours. Voyer et al., identified that the use of social (visitation) and physical (restraint use)
factors actually escalated responsive behaviours in cognitively impaired clients as a result of violation of their privacy and
personal space. Alternative strategies initiated to avoid an increase in the use of chemical restraints should fit with the
client’s identified preferences.
Nurses must be aware if organizational policies (on what is, or is not a restraint) and procedures (to be followed when a
restraint is considered as a last resort) are guided by specific legislation based on health-care sector and client population
(see Appendix V, Resource List of Websites) . The CNO, (rev. 2009c) acknowledges that what is considered a restraint may
vary depending on the organizational setting (e.g. correctional facilities have clientele that are always restrained by the
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environment and paediatric settings have cribs for infants which are not viewed as restraints). The Long-Term Care Homes
Act (2007) in Ontario, Canada outlines the Personal Assistance Service Devices (PASD) that are approved for use by the
interprofessional team and client/family/SDM and documented in the plan of care can be used for the intended purpose of
assisting the client in activities of daily living. The PASD under this definition, by the legislation governing long-term care
homes in Ontario, Canada is not considered a restraint if alternatives to the use of the PASD have been considered.
Clients must be monitored frequently by the nurse for the development of complications from restraints (Chaves, Cooper,
Collins, Karmarkar, & Cooper, 2007; Maccioli et al., 2003; Mamun & Lim, 2005; Nelstrop et al., 2006). Nurses must have knowledge of the possible
multiple medical, psychological and functional complications (see Figure 7) resulting from the use of restraints and be
diligent in observation, monitoring and follow up.

Figure 7: Possible Complications of Restraint Use
R E C O M M E N D AT I O N S

Medical
• Behaviour alterations
		 ■ Increased agitation
		 ■ Increased frustration
• Cardiovascular system alterations
		 ■ Change in blood pressure, volume and basal metabolic rate
		 ■ Cardiac stress
		 ■ Venous stasis (blood clot, pulmonary emboli), lower extremity edema
• Death
		 ■ Asphyxia
		 ■ Aspiration
		 ■ Strangulation
• Decreased functional status
		 ■ Deconditioning
		 ■ Increased dependency
• Fecal impaction
• Hydration and nutritional status alterations
		 ■ Dehydration from lack of access to fluid
		 ■ Loss of appetite
• Incontinence of urine and stool
• Infection
		 ■ Nosocomial infections resulting from immobility (e.g. pneumonia)
• Injury
		 ■ Falls causing injury
• Musculoskeletal alterations
		 ■ Decrease muscle mass, tone and strength, stiffness
		 ■ Contractures
		 ■ Bone demineralization, osteopaenia
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Figure 7: Possible Complications of Restraint Use (continued)
• Pain
• Perceptions of Self
		 ■ Loss of autonomy and dignity
		 ■ Changes in self image
		 ■ Guilt

R E C O M M E N D AT I O N S

• Psychological
		 ■ Anger
		 ■ Anxiety
		 ■ Depression
		 ■ Fear
		 ■ Sensory deprivation
• Increased confusion
• Disordered sleep
		 ■ Trauma/ retraumatization
• Skin integrity alterations
		 ■ Abrasion at restraint site
		 ■ Bruising
		 ■ Development of pressure ulcers
The Patient Restraints Minimization Act (2001) (see Appendix V) was passed in Ontario, Canada to encourage “hospitals
and other facilities to use alternative strategies whenever possible when it is necessary to prevent serious bodily harm by a
patient to himself/ herself or to others”. The Act outlines:
• Definition of alternative method, patient, restrain;
• Authorization requirements to restrain or confine a client or use a monitoring device based on:
			 ■ Enhancement of freedom,
			 ■ Prevention of serious bodily harm (patient/others);
• Consent :
			 ■ Physician order requirements; and
• Organization responsibilities:
			 ■ Establishment of policy and procedures that encourage alternative methods and reporting on compliance to
policies,
			 ■ Duty to Monitor:
• Clients that are restrained, confined or have a monitoring device,
			 ■ Documentation and record keeping,
			 ■ Education of staff.
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Nurses must know any restraint legislation based on their jurisdiction and health-care sectors and understand how it applies
to their work settings. The CNO (rev. 2009a) identifies that nurses must know their organization’s policy and procedures
regarding the use of restraints and the informed consent requirements when restraints are considered as an intervention
to deal with the client’s responsive behaviours. It is very important that nurses use only the type of restraints authorized
for use within their organization and know the required monitoring, observation and documentation responsibilities
as outlined by their organization’s policy and procedures. The Patient Restraints Minimization Act (2001) and the practice
standard document on restraints by CNO, (rev. 2009c) outlines that restraints in any form cannot be used except in limited
emergency situations where there is risk of harm to self/others, without the client/family/SDM consent. CNO (rev. 2009a;
rev.2009c) also outlines that the client/family/SDM have a right to make decisions regarding their care and that the nurse with
the interprofessional team must inform the client/family/SDM of any alternative measures/interventions being proposed
and the risks and benefits of choices that are available for the client’s care and treatment. The Office of the Chief Coroner,
Province of Ontario, Canada (2008) recommended that clients should have automatic access to advocacy services whenever
they are placed in physical restraint or seclusion or given a chemical restraint. Nurses should be aware of organization
policy and processes related to advocacy, client rights and support when restraints are considered as a last resort to ensure
clients are informed of options throughout the process.
A range of studies (Akansel, 2007; Forrester, McCabe-Bender, Walsh, & Bell-Bowe, 2000; Kirkevold & Engedal, 2004) continue to cite a lack of
nursing documentation regarding the application, care and observation of the client during the restraint process as a challenging issue in practice. Nursing care should include but not be limited to frequent repositioning, passive range of motion
and turning, ensuring adequate food and fluid intake, mouth care, toileting/elimination needs, elevation of the head of the
bed to 30 degrees unless otherwise indicated, restraint removal and rotation of the affected limb and ambulation as appropriate (Maccioli et al., 2003). Nurses should be supported in the documentation of care for the duration of a client’s restraint
episode by a standard form (see Appendix W) identified for use within the organization for tracking and recording assessments, observations and the nursing care provided (Choi & Song, 2003).
All orders for restraints should be time limited in duration. The potential to discontinue or reduce restraints should be
considered frequently by the health-care team. The process of discontinuing restraints should include a debriefing process
with the interprofessional team and the client/family/SDM to ensure that alternatives to restraint use are discussed and to
contribute to a plan of care should restraints be indicated again in the future (Wynn, 2004). Appendix X provides an example
of a debriefing tool.
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Education Recommendations
RECOMMENDATION 9

R E C O M M E N D AT I O N S

Education on working with clients at risk for the use of restraints should be included in all entry to
practice nursing curricula as well as ongoing professional development opportunities with specific
emphasis on:
• Approaches to care: (e.g. trauma informed care);
• Communication and education of client/family/SDM and key components of debriefing;
• Education on nursing responsibilities for the proper application of restraints;
• Ethical decision-making;
• Knowledge of diagnoses and common triggers associated with responsive behaviours
putting clients at risk for the use of restraints;
• Interprofessional collaboration;
• Knowledge of basic prevention, alternative approaches, de-escalation and crisis
management;
• Monitoring and documentation responsibilities;
• Nurses responsibilities regarding self-reflection and exploring their values and beliefs
surrounding the use of restraints and threats to client autonomy and human rights;
• Therapeutic nurse client relationships; client-centred care and client rights;
• Types of restraints (least to most restrictive) and associated safety risks and the potential
complications from the use of restraints; and
• Understanding of the legal and legislative requirements governing the use of restraints.
Level of Evidence = Ib

Discussion of Evidence
Education can increase knowledge, change attitudes to reduce the use of physical restraints and be used as a tool to assist
nurses in caring for clients with responsive behaviours that put clients at risk for the use of restraints (Evans et al., 2002; Pellfolk
et al., 2010; Smith, Timms, Parker, Reimels, & Hamlin, 2003). Education programs have been associated with reductions in the use of
restraints in acute care settings (Smith et al., 2003) and in persons with dementia (Pellfolk et al., 2010; Testad, Aasland, & Aarsland, 2005;
Testad, Ballard, Bronnick, & Aarsland, 2010). Lee et al. (2001) reviewed training curriculums and suggest that course standardization
would assist organizations to train on some of the key elements across programs such as the theoretical aspects of prevention
and management of violence and on components that pertain to client safety.
Studies point to the need for education related to the risks of restraint use and use of alternative strategies (Akansel, 2007; Koch,
Nay & Wilson, 2006; Kontio et al., 2009; Smith et al., 2003; Sung, Chang, Lee & Lee, 2006; Testad et al., 2010). Educational programs that focus
on the myths and facts about restraint use, decision-making processes, alternatives to restraints (physical, environmental,
physiological and psychological), the negative impacts of restraint use and alternatives to manage responsive behaviours,
show promise in decreasing restraint use, increasing positive client outcomes and greater nurse job satisfaction (Huizing, Hamers, de Jonge, Candel, & Berger, 2007; Huizing, Hamers, Gulpers, & Berger, 2008; Huizing, Hammers, Gulpers, & Berger, 2009; Pellfolk et al., 2010; Smith
et al., 2003; Testad et al., 2005).
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Studies (Chuang and Huang, 2005; Hamers, Gulpers, & Strik, 2004; Hamers et al., 2009; Huizing et al., 2007; Koch et al., 2006; Kontio et al., 2009;
Saarnio, Isola, & Laukkala, 2008; Werner & Mendelsson, 2001) suggest continuing education for nurses should include, but not necessarily
be limited, to the following:
• Client autonomy and safety;
• Client case scenarios demonstrating effective interaction with aggressive or psychotic clients;
• Client characteristics for possible risk of the use of restraints including cultural/language influences;
• Client/family/SDM education on alternatives, complications from the use of restraints and expectations for ensuring
safety from harm to all;
• Decision-making;
• Definition and understanding of the different forms of restraint;
• Legal, ethical and clinical considerations related to restraint use;
• Myths and misconceptions;
• Opportunity for nurse’s self-reflection of their own autonomy, values and beliefs related to human rights;
• Psychological and emotional components including how to cope with feelings regarding the restraint of clients; and
• Use of alternative approaches or modes of action (culturally sensitive) to avoid all forms of restraint.
Nurses should be educated to deal with clients who are exhibiting aggressive behaviour and implement safe, effective
alternatives. A deeper understanding of clinical decision-making can also help nurses in implementing policies and safe
practices in regards to clients at risk and enable the development of knowledge and skills to serve as role models on an
interprofessional team to prevent restraint use (Kontio et al., 2009; Ludwick et al., 2008; Turgay, Sari, & Genc, 2009).
Although there are studies that indicate staff education is effective in reducing restraint use, other studies have noted that
education alone is not enough to affect the rate of restraint use (Möhler et al., 2011). Hamers et al. (2009) suggest that a paradigm shift must concurrently occur at the organization level in addition to a staff education program that coincides with
the implementation of health-care policies that support the use of alternative approaches. These systems and processes
need to be available to staff to support the policy expectations and prevent or reduce the use of restraints.
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Organization & Policy Recommendations
RECOMMENDATION 10

R E C O M M E N D AT I O N S

Health-care organization should implement risk management and quality improvement strategies
to enable a culture that promotes alternative approaches to the use of restraints in support of
client rights and staff safety by:
• Establishing a definition of what is a restraint;
• Developing a philosophy that promotes alternative approaches to the use of restraints;
• Establishing a restraint reduction/prevention policy;
• Developing structures that allow for early identification of clients at risk of harm to self/
others placing them at risk for the use of restraints;
• Educating the client/family/SDM about the associated risks of restraint use and providing
opportunities to explore client/family/SDM concepts of safety;
• Establishing a multi-component program including staff education on alternative strategies
to the use of restraints;
• Using alternative approaches, de-escalation and crisis management as the first and second
line intervention strategies prior to the use of restraints as a safety measure of last resort;
• Establishing monitoring protocols for clients and the documentation requirements for the
duration of any restraining episode;
• Establishing communication responsibilities and debriefing procedures for client/family/
SDM and the interprofessional team; and
• Establishing evaluation programs to monitor the rate of restraint use, the uptake of
alternative approaches to the use of restraints and the impact on client/family/SDM and
interprofessional team safety.
Level of Evidence = Ib

Discussion of Evidence
Definition
Organizations need a clear policy on how to minimize the use of restraints that includes a definition of what is a common
understanding of what consitutes a restraint. Lai (2007) identified that if there is no definition of restraint within internal
organizational policies, staff experience stress in embracing alternative approaches to the use of restraints and a least restraint philosophy. Koch et al. (2006) found that adopting a universal definition helped alleviate the tension associated with
the shift to alternative approaches to the use of restraints within an organization.

Philosophy and Culture
Organizational culture is a key component associated with the reduction in restraint use. Chandler (2008) described the
experience of a hospital that was transitioning to a trauma-informed care model. Chandler identified that the key to the
transition in this facility was a culture that supported collaborative relationships and a focus on safety. Several studies (Amato
et al., 2006; Chandler; Donat, 2003; Pollard, Yanasak, Rogers, & Tapp, 2006; Rask et al., 2007) suggests that administrative support and
commitment from senior leadership is important for creating an alternative approach philosophy and culture to prevent
the use of restraints.
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Early Identification
It is important for organizations to provide support tools and technology to enable early identification of clients at risk for
the use of restraints. Organization strategies such as use of algorithms or decision trees can support knowledge translation
into clinical practice. The adoption of standardized assessment tools can assist nurses in screening, early identification of
clients at risk. This will facilitate the organization’s philosophy of care by enabling the development of alternative strategies
to manage any emerging client responsive behaviours without the use of restraints (Coussement et al., 2009; Maccioli et al., 2003;
McCue et al., 2004).

Multi-component Programs

R E C O M M E N D AT I O N S

The implementation of a formal restraint reduction program is important for decreasing restraint use (Hellerstein et al., 2007;
Kratz, 2008; Lai et al., 2006; Lebel & Goldstein, 2005; McCue et al., 2004; Pollard et al., 2006). The current research supports that programs
to prevent or minimize restraint use must include an interprofessional and consultative approach to planning care (Amato
et al., 2006; Baier, Butterfield, Harris, & Gravenstein, 2008; Evans & Fitzgerald, 2002; Lebel & Goldstein; Werner, 2002) and when possible, should
consider the use of advanced practice nurses (Capezuti et al., 2007; Ludwick et al., 2008; Vance, 2003; Wagner et al., 2007) and include the
establishment of a committee to address the use of restraints (Amato et al.; Gillies et al., 2005). One study supported the need for
an interprofessional team approach that includes the client/family/SDM in care and decision-making regarding the use of
environmental restraints such as side rails (Gallinagh, Nevin, McAleese, & Campbell, 2001). A key discussion between the interprofessional team and client/family/SDM needs to address information on the potential risks associated with the use of any type
of restraint and the possible alternative approach strategies to be considered.
Often family members/SDM and health-care providers think of restraints as providing protection to clients (e.g. prevention
of falls or wandering) and therefore are not only supportive but expect that the staff will use restraints to safeguard their
family member. The results of education of health-care providers as a strategy to reduce the use of restraints are mixed.
There is strong support for education of nurses to increase their knowledge and experience in regard to restraint use while
influencing attitudes by learning about client characteristics, the associated risks and use of alternative strategies to prevent
the use of restraints (Amato et al., 2006; Dunbar & Neufeld, 2000; Evans & Fitzgerald, 2002; Forrester et al., 2000; Gillies et al., 2005; Lai et al., 2006;
McCue et al., 2004; Pellfolk et al., 2010; Smith et al., 2003; Sung et al., 2006; Testad et al., 2005). Other studies have shown no significant
effects from education of health-care providers on restraint reduction (Huizing et al., 2007; Huizing et al., 2008; Huizing et al., 2009;
Möhler et al., 2011). Studies support education to the client/family/SDM (McCue et al.; Pellfolk et al.). Educating the client/family/
SDM will help to build knowledge and trust surrounding the use of alternative approach strategies.
Organizations will need to evaluate all strategies implemented to ensure health-care practices are moving towards the use of
alternative approaches with a reduction in the use of restraints, resulting in positive client outcomes. Websites such as TMF
(Texas Medical Foundation) Health Quality Institute are available to provide resources such as Organization Commitment
to Restraint-Free Environment chart for long-term care to help organizations evaluate their commitment to restraint-free
care as well as other resources for comprehensive assessment and evaluation of programs. TMF restraint resources are
available at: http://nursinghomes.tmf.org/Restraints/RestraintToolkit/tabid/548/Default.aspx.

Alternative Approaches
Alternative approaches should focus on the client and an individualized approach to care regardless of the client’s level of
cognition (Happ, 2000). As part of a behaviour management program in a psychiatric hospital, adolescents with their family/
SDM collaborated with providers in the development of an individualized management plan that addressed goals of treatment and management of aggression (Dean et al., 2007). Behavioural treatment plans have been successful in decreasing the
use of restraints and hours in seclusion in studies (Donat, 2003).
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Debriefing
Debriefing with clients/families/SDMs and staff has been helpful in preventing future restraint episodes (Gillies et al., 2005).
Studies demonstrate that the application of restraints has negative psychological effects not only on the clients but also the
health-care providers who make the decision to apply restraints (Duxbury, 2002; Holmes et al., 2004; Sequeira & Halstead, 2002, 2004).
Restraining episodes can be associated with feelings of discomfort, fear and self-blame from the perspective of the client
(Wong & Chien, 2005) while the health-care providers feel uncomfortable from the perspective of the client’s human rights
(Chuang & Huang, 2005; Fonad, Burnard & Emami, 2008; Kontos & Nagilie, 2007; Mayers, Keet, Winkler, & Flisher, 2010).

R E C O M M E N D AT I O N S

Studies outline that debriefing post restraint event episodes can assist in dealing with the psychological effects on both
client and health-care provider, but also assist in identifying trends and setting targets on the use of restraints to assist in
changing the culture around restraint use (Wynn, 2004). Petti, Mohr, Somers, & Sims (2001) identified that debriefing incidents can be used as learning strategies for staff and help staff track the client’s progress. Learning from analysis of the
event prior to, during and post event assists in changing the culture of psychiatric settings. Part of any organization’s quality
framework must include an automatic review of each and every restrained client, including environmental restraint and
seclusion. This automatic review should include the health-care team and client/family/SDM to review the triggers, the
alternatives, the care provided, the strategies and timeframe of the removal of the restraint, the family involvement, and the
consent and feedback from the client. Debriefing needs to be implemented within a non-punitive environment and must
utilize a standardized approach to assist in the exploration of what events led up to the use of restraints and a review of
what went well with an exploration of any harmful incidents to determine what actions could have improved or prevented
the outcome. Use of standardized tools or use of technology for assessment and documentation of restraint episodes can
assist in debriefing scenarios.

Evaluation and Monitoring
In order to ensure the safety of clients and achieve and maintain restraint minimization within an organization, there must
be ongoing data collection, monitoring and evaluation which are part of an overall quality improvement program. Appendix
Y provides an example of an audit form. Quality improvement programs should include reviewing rates of restraint use
and episodes of challenging restraint events. Post restraint data produced from monitoring should be disseminated and
posted on each unit to promote the reduction in the use of restraints (Amato et al. 2006; Castle, 2003).
Several studies have demonstrated that organizations that focused on quality improvement set ambitious targets for
restraint reduction and subsequently demonstrate a greater reduction in the use of restraints (Baier et al., 2008; Baier, Butterfield,
Patry, Harris, & Gravenstein, 2009; Donat, 2003).
Another important component in monitoring is to review all types of restraint use on an ongoing basis. The frequency of
monitoring varies within the literature from daily (McCue et al., 2004) to weekly (Amato et al., 2006; Donat, 2003). Edwards et al.
(2006) suggested that the use of observation and chart audits tools are feasible ways to assess restraint use in organizations.
Chart audits should review evidence of the client’s assessment, exploration of alternatives to restraint use, evidence of consent
and the requirements for monitoring when restraints are considered and any education provided to the client/family/SDM
with respect to restraints.
RECOMMENDATION 11
The organization’s model of care should promote an interprofessional team approach in collaboration
with the client and family/SDM that supports the use of alternative approaches and prevents the
use of restraints.
Level of Evidence = III
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Discussion of Evidence
Organizations should support a model of care that facilitates the use of evidence-based standards of practice and encourages
interprofessional team collaboration with the client/family/SDM to identify the most appropriate course of action when the
client is at risk for the use of restraints (Yamamoto et al., 2006). Involving the client/family/SDM to guide the interprofessional
team in the development of the plan of care is a known predictor of better outcomes and very important in meeting the client’s
self-defined needs. A model that supports an interprofessional team approach is valuable in the management of clients with
behaviours at risk for restraint use (CNO, rev. 2009c; Downes et al., 2009; Fonad et al., 2008; Gallinagh et al. 2001; Werner, 2002).

R E C O M M E N D AT I O N S

Models of care should facilitate collaboration, consultation, feedback, mentorship and education among health-care providers
in relation to prevention and alternative strategies to the use of restraints (Capezuti et al., 2007; de Veer, Franche, Buijse, & Friele, 2009;
Ludwick et al., 2008). Friedman et al. (2009) identified that co-management by geriatricians and orthopaedic surgeons using
a standardized approach to care, leads to improved processes and outcomes including a reduction in the use of restraints
in clients with hip fractures. Werner (2002) recommended that organizations should consider the role of social workers as
mediators and part of the team in the decision-making process regarding the use or removal of physical restraints. Bourbonniere
et al. (2003) found that use of part-time, inadequately orientated staff and lack of supporting interprofessional team
members influenced hospital care on weekends and resulted in increased use of restraints.
Literature is mixed on the influence of the type of job and ward characteristics (Huizing et al., 2007); staffing levels (Demir, 2007a,
2007b; Donat, 2002; Whitman, Davidson, Rudy, & Sereika, 2001), staff mix (Williams & Myers, 2001); nurse absenteeism and workload (Castle,
2000a, 2000b, 2002; Castle & Banaszak-holl, 2003; Ibe et al., 2008; Unruh, Joseph, & Strickland, 2007) and the nurse’s autonomy (Huizing et
al., 2007; Lepping et al., 2009; Pekkarinen, Elovainio, Sinervo, Finne-Soveri, & Noro, 2006) on the use of restraints. Affonso, Jeffs, Doran, &
Ferguson-Paré (2003) identified workload as a significant issue for nurses in delivering the processes of care in a way that
supports client safety. Huizing et al. (2007) review of organizational determinants leading to use of physical restraints did
not confirm workload as influencing restraint, but rather client characteristics (e.g. age, impaired cognitive status, and
especially impaired mobility) as statistically significant in the use of restraints.
O’Hagan et al. (2008) identifies that reduction of seclusion and restraint tends to be more achievable when staff is involved
and there is a focus on education, supervision, performance appraisal and recruitment. O’Hagan et al. suggests that reduction
is achievable when there is a high ratio of staff to clients, staffing is stable, mature and well trained. Job descriptions,
orientation and performance appraisals should reflect the priority given to reducing seclusion and restraint practices.
Tzeng, Yin, & Grunawalt (2008) outlined the need for further research on the optimum combination of staffing patterns
and infrastructure for hospital settings that support safer environments for the interprofessional team, and reduce restraint
use. Furthermore, CNO (rev. 2009c) supports the provision of appropriate staffing levels that sustain alternatives to the use
of restraints. The Academy of Canadian Executive Nurses believes the issue of nursing workload needs to be addressed to
ensure client safety. Nursing leadership, regulatory bodies and literature identify that reasonable workloads sustain quality
care and this concept should carry over to restraint use in all health-care settings (Affonso et al., 2003; RNAO, 2007b).

BEST PRACTICE GUIDELINES •

w w w. r n a o . o r g

49

Promoting Safety: Alternative Approaches to the Use of Restraints

RECOMMENDATION 12
Nursing best practice guidelines can be successfully implemented only where there are adequate
planning, resources, organizational and administrative support, as well as appropriate facilitation.
Organizations may wish to develop a plan for implementation that includes:

R E C O M M E N D AT I O N S

An assessment of organizational readiness and barriers to education, taking into account local
circumstances.
• Involvement of all members (whether in a direct or indirect supportive function) who will
contribute to the implementation process.
• Ongoing opportunities for discussion and education to reinforce the importance of best
practices.
• Dedication of a qualified individual to provide the support needed for the education and
implementation process.
• Ongoing opportunities for discussion and education to reinforce the importance of best
practices.
• Opportunities for reflection on personal and organizational experience in implementing
guidelines.
Level of Evidence = IV

Discussion of Evidence
The Registered Nurses’ Association of Ontario (through a panel of nurses, researchers and administrators) has
developed the Toolkit: Implementation of Clinical Practice Guidelines (RNAO, 2002), based on available evidence, theoretical
perspectives and consensus. The Toolkit is recommended for guiding the implementation of the RNAO best practice guideline
Promoting Safety: Alternative Approaches to the Use of Restraints. Successful implementation of the best practice guidelines
requires the use of a structured, systematic planning process and strong leadership from nurses who are able to transform
the evidence-based recommendations into policies and procedures that impact on practice within the organization. The
RNAO Toolkit (2002) provides a structured model for implementing practice change. Please refer to Appendix D for a
description of the Toolkit.
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Research Gaps and Future Implications

R E C O M M E N D AT I O N S

The expert development panel, in reviewing the evidence for this guideline, has identified several gaps in the research literature
related to client safety, alternative approaches to the use of restraints and restraint use. In considering these gaps, the panel
has identified the following priority research areas:
• The development of valid tools that identify risk factors in clients at risk for restraint use in all health-care sectors/
specialties;
• The impact of the therapeutic relationship on the client in relation to preventing or reducing the use of restraints;
• The impact of diversity, including culture and language, on the use of restraints;
• The model of care that promotes the best support for implementation of alternative approaches to the use of
restraints;
• Large multi-site randomized control trials to identify nursing-specific interventions that focus on identifying the
most effective alternative approaches to the use of restraints;
• Exploration of the ethical dilemmas involved in nursing care while balancing client safety and quality of life;
• Identification of factors known to influence nurses in the decision to use restraints (e.g. workload, staffing patterns);
• The impact of ongoing nursing professional development on restraint risk reduction and prevention;
• The most effective strategies for knowledge translation in nursing clinical practice for the uptake of evidence-based
practices for restraint risk reduction and prevention;
• The identification of factors (e.g. structures, processes, philosophy and culture) in health-care settings that
contribute to an alternative approach to use of restraint and safe restraint use practice environments;
• The identification of the extent to which restraints are being used in specialty settings such as intensive care,
paediatric and home health-care settings, and to explore and identify the most effective alternative approaches/
strategies for these settings specific to the client populations;
• The best monitoring and safety practices during the restraining process;
• The development of best tools and technologies to assist health-care providers and organizations to achieve
restraint-free environments;
• The optimal approach to review disputes on the inappropriate use of restraints; research should focus on how to
create a safe environment within organizations for staff and clients/family/SDM to report on possible inappropriate
restraint use;
• The development of tools or strategies to assist in the safe weaning of restraints once applied;
• The impact of this guideline on prevention and reduction of restraint use;
• The impact of health policy in ensuring restraint-free health-care environments.
The above list is an attempt to identify and prioritize some of the research gaps, although it in no way exhausts the
opportunities for further research in this area of study.
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Evaluation/Monitoring of Guideline
Organizations implementing the recommendations in this nursing best practice guideline are advised to consider how the
implementation, and its impact, will be monitored and evaluated. The following table, based on a framework outlined in
the RNAO Toolkit: Implementation of Clinical Practice Guidelines (2002), illustrates some specific indicator for monitoring
and evaluation of the guideline: Promoting Safety: Alternative Approaches to the Use of Restraints.

R E C O M M E N D AT I O N S

Level of Indicator

System
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Structure

Process

Outcome

To evaluate the supports
available in the organization that facilitate nurses
using alternative approaches
to restraints.

To evaluate changes in
practice that lead towards
prevention and use of
alternative practices.

To evaluate the impact of
recommendations to ensure
client safety and movement
toward an environment that
prevents the use of restraints.

A structure is created to develop a universal definition
of restraint and mechanisms
are in place for adoption
across all healthcare system
settings.

A review process is in place
to facilitate the review of
the organization’s policy
and procedures to include
the universal definition of
restraint.

Universal definition of
restraint across all healthcare
system settings.

Academic settings with
nursing programs have a
structure in place to facilitate
embedding theory and best
practices regarding alternative approaches, prevention,
de-escalation/crisis management and least restraint
practices for client safety
into curricula.

A review process is in place
to ensure nursing core
curricula is updated with
current theory and best
practices regarding alternative approaches, prevention,
de-escalation/crisis management and least restraint
practices for client safety.

Nursing students demonstrate
awareness and use of current
evidence-based theory and
best practices regarding
alternative approaches,
prevention, de-escalation/
crisis management and least
restraint practices for client
safety from their nursing
program learnings.

A mechanism is established
that allows for the joint
review by schools of nursing
and healthcare organizations
of theoretical and best
practices related to prevention, alternative approaches,
de-escalation and crisis management and least restraint
use that are effective in the
clinical settings.

A process is in place that
facilitates dialogue between
schools of nursing and
health-care organizations to
review current theory and
best practices known to be
effective in clinical settings.

Nursing Programs integrate
current theory and best practice recommendations from
healthcare organizations that
are known to be effective in
clinical settings.
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Structure

Process

Outcome

Organization

Organizations have a
structure in place to
review best practice
guideline recommendations.

A process is in place that
allows the review of organization policies and
procedures to ensure they
align with the best practice
guideline recommendations
that are based on current
theory and research regarding alternative approaches,
prevention, de-escalation/
crisis management and least
restraint practices.

Policy and procedures are
consistent with the best
practice guideline recommendations for use of alternative
approaches, prevention, deescalation/crisis management
and least restraint practices.

A structure is in place that
allows for quality review of
client outcomes related to
the implementation of the
organization policy based on
the best practice recommendations regarding prevention, alternative approaches,
de-escalation/crisis management and least restraint
practices.

A standardized process (e.g.
evaluation tools and data
collection procedures) is
in place within the organization to facilitate the
collection of outcome data
regarding the implementation of a policy based on
the best practice recommendations regarding
prevention, alternative
approaches, de-escalation/
crisis management and least
restraint practices.

Quality improvement evaluation processes are in place to
monitor outcomes of policy
and practice implementation that support prevention,
alternative approaches, deescalation/crisis management
and least restraint practices as
evidenced by:
• A decrease in the rate of
restraint use;
• Type of restraints used;
• A decrease in the duration
of restraint episodes;
• An increase in use of alternative strategies used prior
to least restraint use;
• Improved documentation
practices showing an
increase in:
■ Assessment of predisposing/
precipitating factors;
■ Individualized plan of
care with client preferred
alternative approach
strategies incorporated;
■ Education to client/
family/SDM regarding
policy/practices to do
with restraints;
■ Use of alternative strategies
prior to restraint use;
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Level of Indicator

Structure

Process

Outcome
 onsent for restraint use:
C
      • client/family/SDM,
      • physician orders;
■ Use of observation and
monitoring protocols;
• An increase in post incident
follow up demonstrating
debriefing review with client/
family/SDM and staff;
• An increase in the client/
family/SDM satisfaction; or
• A decrease in complications
following least restraint
episodes.

R E C O M M E N D AT I O N S

■
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Nurse

A mechanism is in place
to ensure nurse education
on the organization policy
regarding prevention, alternative approaches, de-escalation/crisis management and
least restraint.

Client

Mechanisms are in place to
ensure client education on
the organization’s policy
and practices surrounding
prevention, alternative
approaches, de-escalation/
crisis management and least
restraint practices.
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A process is in place to
facilitate nurses attendance
at educational sessions
regarding prevention,
alternative approaches,
de-escalation/crisis management and least restraint
practices as evidenced by:
• An increase in the number of nurses who attend
education sessions;
• Nursing documentation
reflects best practices in
regards to use of alternative approaches and
restraint practices.

Nurses display an increased
ability to execute prevention,
alternative approaches to the
use of restraints with restraint
use as a last resort, evidenced
by:
• A decrease in the prevalence
of restraint/seclusion use;
• An increase in use of
alternative approaches, deescalation and crisis management strategies; or
• A decrease in complications
from least restraint use.
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Level of Indicator

Structure

Process

Outcome

Processes are in place
within the organization
setting that facilitates the
client’s involvement in the:
• Assessment and
identification of risks;
• Identification of known
successful alternative
approaches to be incorporated into care planning
to prevent the use of
restraints;
• Consent and preferred
method of least restraint
use only as a last resort;
and
• Initial and ongoing
education on organization policy and practices
for prevention, use of
alternative approaches,
least restraint use and
monitoring/observation
routines.

Client/family/SDM
demonstrate an increased:
• Awareness and knowledge
of policy and practice
surrounding prevention,
restraint use risks, alternative
strategies, and safe restraint
practices;
• Knowledge of precipitating
and predisposing factors;
and
• Ability to articulate alternative
strategies known to prevent
or limit escalating responsive
behaviours.
Reports indicate an increase
in client/family/SDM satisfaction surrounding the use of
alternative strategies or least
restraint.

A process is in place to
determine financial requirements annually to support
a policy that promotes best
practices to prevent, use
alternative approaches,
de-escalation/crisis management and least restraint
practices.

Annual budget in place
to cover the financial costs
for supporting policy and
practice.

The model of care facilitates
the clients/family/SDM as
active participants in the
assessment and development
of the plan of care to ensure
the client specific alternative
approach strategies are in
place to prevent the use of
restraints.

A structure is in place within
organizations to review
financial impact of a policy
that promotes best practices
to prevention, use alternative
approaches, de-escalation/
crisis management and least
restraint practices.
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Implementation Strategies

R E C O M M E N D AT I O N S

The Registered Nurses’ Association of Ontario (RNAO) and the guideline development panel have compiled a list of implementation strategies to assist health-care organizations or health-care disciplines that are interested in implementing this
guideline. A summary of these strategies follows:
• Executive Senior Leadership should view the establishment of a culture that supports alternative approaches to
prevent the use of restraints as an organizational priority.
• Have at least one dedicated individual, such as an advanced practice nurse or a clinical resource nurse, who will
provide support, clinical expertise and leadership. The individual should also have good interpersonal, facilitation
and project management skills.
• Conduct an organizational needs-assessment related to Promoting Safety: Alternative Approaches to the Use of
Restraints to identify current knowledge base and further educational requirements.
• Initial needs assessment may include an analysis approach, survey and questionnaire, group format approaches
(e.g. focus groups) and critical incidents.
• Establish a steering committee comprised of key stakeholders, interprofessional members with client/family/SDM
member representation committed to lead the change initiative. Identify short-term and long-term goals. Keep a
work plan to track activities, responsibilities and timelines.
• Create a vision to help direct the change effort and develop strategies for achieving and sustaining the vision.
• Program design should include:
■ Target population;
■ Goals and objectives;
■ Outcome measures;
■ Required resources (human resources, facilities, equipment); and
■ Evaluation activities.
• Design educational sessions and ongoing support for implementation. The education sessions may consist of
presentations, facilitator’s guide, handouts, and case studies. Binders, posters and pocket cards may be used as
ongoing reminders of the training. Plan education sessions that are interactive, include problem-solving, address
issues of immediate concern and offer opportunities to practice new skills (Davies & Edwards, 2004).
• Provide organizational support such as having the structures in place to facilitate the implementation. For example,
hiring replacement staff so participants will not be distracted by concerns about work and having an organizational
philosophy that reflects the value of best practices through policies and procedures. Develop new assessment and
documentation tools (Davies & Edwards, 2004).
• Identify and support designated best practice champions on each unit to promote and support implementation.
Celebrate milestones and achievements, acknowledging work well done (Davies & Edwards, 2004).
• Organizations implementing this guideline should adopt a range of self-learning, group learning, mentorship and
reinforcement strategies that will, over time, build the knowledge and confidence of nurses in implementing this
guideline.
• Beyond skilled nurses, the infrastructure required to implement this guideline includes access to specialized equipment
(alternative approach and restraints materials). Orientation of the staff to the use of specific products and technologies
must be provided and regular refresher training planned.
• Teamwork, collaborative assessment and treatment planning with the client/family/SDM and interprofessional
team are beneficial in implementing guidelines successfully. Referral should be made as necessary to services or
resources in the community or within the organization.
In addition to the strategies mentioned above, the RNAO has developed resources that are available on the website. A Toolkit
for implementing guidelines can be helpful if used appropriately. A brief description about this toolkit can be found in
Appendix D. A full version of the document in PDF format is also available at the RNAO website, www.rnao.org/bestpractices.
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Process For Update / Review Guideline
The Registered Nurses’ Association of Ontario proposes to update this best practice guideline as follows:
1. Each nursing best practice guideline will be reviewed by a team of specialists (Review Team) in the topic area, to be
completed every three to five years following the last set of revisions.
2. During the period between development and revision, RNAO program staff will regularly monitor for new systematic
reviews, randomized controlled trials and other relevant literature in the field.

R E C O M M E N D AT I O N S

3. Based on the results of the monitor, program staff may recommend an earlier revision plan. Appropriate consultation
with a team of members composed of original panel members and other specialists in the field will help inform the
decision to review and revise the guideline earlier than the targeted milestone.
4. Three months prior to the review milestone, the program staff will commence the planning of the review process by:
a) Inviting specialists in the field to participate in the Review Team. The Review Team will be comprised of members
from the original panel as well as other recommended specialists.
b) Compiling feedback received, questions encountered during the dissemination phase, as well as other comments
and experiences of implementation site representatives regarding their experiences.
c) Compiling new clinical practice guidelines in the field, systematic reviews, meta-analysis papers, technical
reviews, randomized controlled trial research and other relevant literature.
d) Developing a detailed work plan with target dates and deliverables.
5. The revised guideline will undergo dissemination based on established structures and processes.
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Appendix A: Glossary of Terms
Term: Definition/Source
Actions Taken to Reduce Risk: Actions taken to reduce, manage or control any future harm, or probability of harm,
associated with an incident (World Health Organization [WHO], 2009).
Activities of Daily Living: Activities of Daily Living (ADL) is used in rehabilitation as an umbrella term relating to self
care, comprising those activities or tasks that people undertake routinely in their everyday life. The activities can be subdivided into personal care or Basic ADL (BADL) and domestic and community activities – Instrumental ADL (IADL).
BADL is typically restricted to activities involving functional mobility (ambulation, wheelchair mobility, bed mobility and transfers) and personal care (feeding, hygiene, toileting, bathing and dressing). IADL functions are concerned
with a person’s ability to cope with her/his environment in terms of such adaptive tasks as shopping, cooking, housekeeping,
laundry, use of transportation, managing money, managing medication and the use of the telephone (Fricke, 2011).

Behaviour Management Programs: Behaviour management programs incorporate individualized patient management plans, early detection and prevention, staff training, reinforcement of appropriate behaviours, and intervention
using the least restrictive option and are used in patients with challenging behaviours. Individualized patient management plans are created to focus on the treatment goals for an admission and to prevent or manage challenging behaviours
based on known triggers. Programs can provide logical and predictable consequences for potential challenging behaviours
and include:
• use of cognitive-behavioural techniques such as, anger management programs;
• skills training to help the client identify problems or conflict; and
• use of modeling and problem-solving training to assist clients to recognize internal emotional states, identify
precipitating factors and develop self-control strategies that can increase their repertoire of response options.
The principle of such programs is to reinforce appropriate behaviours and extinguish disruptive and potentially dangerous
behaviours. Challenging behaviours are managed using a hierarchy of interventions from least restrictive options to use
of restraints as last resort and include engaging the patient about behaviour choices such as using quiet time, time-out
in a designated room (open or closed), or seclusion (Dean et al., 2007).

Circumstance: A situation or factor that may influence an event, agent or person(s) (WHO, 2009, pg. 22).
Client: A client may be an individual (patient, resident, consumer, family/SDM, group or community (CNO, rev. 2009d;
APPENDICIES

Mental Health Commission of Canada, 2009).

Client-Centred Care: An approach in which clients are viewed as whole; it is not merely about delivering services
where the client is located. Client centred care involves advocacy, empowerment, and respecting the client’s autonomy,
voice, self-determination, and participation in decision-making (RNAO, rev. 2006).

Clinical Practice Guidelines or Best Practice Guidelines: Systematically developed statements to assist practitioner
and client decisions about appropriate health care for specific clinical (practice) circumstances (Field & Lohr, 1990).
Complication: A disease or injury that arises subsequent to another disease and/or health care intervention (Canadian
Patient Safety Institute [CPSI], 2003).

Contributing Factor: A circumstance, action or influence that is thought to have played a part in the origin or development of an incident or to increase the risk of an incident (WHO, 2009).
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Consensus: A process for making policy decisions, not a scientific method for creating new knowledge. Consensus
development makes the best use of available information, be that scientific data or the collective wisdom of the participants (Black et al.,1999).
Crisis Management: A process that focuses on resolution of the immediate problem through the use of personal,
social and environmental resources. The goals of crisis intervention are rapid resolution of the crisis to prevent further
deterioration, to achieve at least a pre-crisis level of functioning, to promote growth and effective problem solving, and
to recognize danger signs to prevent negative outcomes (RNAO, rev. 2006b).

Culture: Culture refers to the shared and learned values, beliefs, norms and ways of life of an individual or a group. It
influences thinking, decisions and actions (CNO, rev. 2009d).
De-escalation: A complex range of skills designed to abort the assault cycle during the escalation phase, including
both verbal and non-verbal communication skills (NCCNSC, 2005).

Education Recommendations: Statements of educational requirements and educational approaches/strategies for
the introduction, implementation and sustainability of the best practice guideline.

Elopement: Elopement is “a dependent resident leaving a facility without observation or knowledge of departure and
under circumstances that place the resident’s health, safety, or welfare at risk” (Bennet, 2008).

Evidence: Evidence is information that comes closest to the facts of a matter. The form it takes depends on context. The
findings of high-quality, methodologically appropriate research provide the most accurate evidence. Because research is
often incomplete and sometimes contradictory or unavailable, other kinds of information are necessary supplements to,
or stand-ins for research. The evidence-base for a decision is the multiple forms of evidence combined to balance rigor
with expedience while privileging the former over the latter (Canadian Health Services Research Foundation, 2006).

Harm: The impairment of structure or function of the body and/or any deleterious effect arising there from, including
disease, injury, suffering, disability and death, and may be physical, social or psychological. Disease is a physiological
or psychological dysfunction. Injury is damage to tissues caused by an agent or event and suffering is the experience of
anything subjectively unpleasant. Suffering includes pain, malaise, nausea, depression, agitation, alarm, fear and grief.
Disability implies any type of impairment of body structure or function, activity limitation and/or restriction of participation in society, associated with past or present harm (WHO, 2009).
APPENDICIES

Harmful Incident: Previously known as adverse event: an incident that resulted in harm to a patient (WHO, 2009).
Heath Care-Associated Harm: Harm arising from, or associated with, plans or actions taken during the provision
of health care, rather than an underlying disease or injury (WHO, 2009).

Informed Consent: Agreement to a health care treatment given by a capable person who is able to understand and
appreciate the nature and consequences of the proposed treatment. If a person is incapable of giving consent, a proxy
or substitute decision-maker may give consent in their place. Unless there is an emergency such that informed consent
cannot be obtained, full and informed consent is the standard required for any health care treatment. The option of no
treatment is specified as a possibility for informed consent in some legislation (Health Canada, 2006).

Interprofessional Care: Refers to the provision of comprehensive health services to patients by multiple health caregivers
who work collaboratively to deliver quality care within and across settings (Interprofessional Care Steering Committee, 2007).
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Organization and Policy Recommendations: Statements of conditions required for a practice setting that enables
the successful implementation of the best practice guideline. The conditions for success are largely the responsibility of
the organization, although they may have implications for policy at a broader government or societal level.
Patient (Client) Safety: The reduction of risk of unnecessary harm associated with health care to an acceptable minimum
(WHO, 2009).

Patient (Client) Safety Incident: An event or circumstance that could have resulted, or did result, in unnecessary
harm to a patient (WHO, 2009).

Personal assistance service devices (PASDs): A device used to assist a person with a routine activity of living, used
only if the use of the PASD is included in resident’s plan of care.
Inclusion in plan of care
The use of a PASD to assist a resident with a routine activity of living may be included in a resident’s plan of care only
if all of the following are satisfied:
1. Alternatives to the use of a PASD have been considered, and tried where appropriate, but would not be, or have not
been, effective to assist the resident with the routine activity of living.
2. The use of the PASD is reasonable, in light of the resident’s physical and mental condition and personal history, and
is the least restrictive of such reasonable PASDs that would be effective to assist the resident with the routine activity
of living.
3. The use of the PASD has been approved by,
i. a physician,
ii. a registered nurse,
iii. a registered practical nurse,
iv. a member of the College of Occupational Therapists of Ontario,
v. a member of the College of Physiotherapists of Ontario, or
vi. any other person provided for in the regulations.
4. The use of the PASD has been consented to by the resident or, if the resident is incapable, a substitute decision-maker
of the resident with authority to give that consent.
5. The plan of care provides for everything required under the legislation (Ministry of Health and Long Term Care, 2007).

APPENDICIES

Personhood: A standing or status that is bestowed upon one human being by others, in the context of the relationship
and social being. It implies recognition, respect and trust (Kitwood, 1997).
Practice Recommendations: Statements of best practice directed at the practice of health-care professionals that are
ideally evidence-based.

Precipitating (Risk Factor): An element that causes or contributes to the occurrence of a disorder (Mosby’s Medical
Dictionary, 8th edition, 2009).

Predisposing (Risk Factor): Factors that an increase vulnerability to a particular disease based on genetic factors or
the existence of certain underlying conditions not yet active or revealed (Mosby’s Dental Dictionary, 2nd edition, 2008).

Preventable: Accepted by the community as avoidable in the particular set of circumstances (WHO, 2009).
Quality: The degrees to which health-care services for individuals and populations increase the likelihood of desired
health outcomes and are consistent with current professional knowledge (WHO, 2009).
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Mitigating Factors: An action or circumstance that prevents or moderates the progression of an incident towards
harming a patient (WHO, 2009).

Randomized Controlled Trials: Clinical trials that involve at least one test treatment and one control treatment,
concurrent enrolment and follow-up of the test- and control-treated groups, and in which the treatments to be administered are selected by a random process.

Rapid Response Team: Team members from psychiatric care areas that use physical restraints consisting of:
• Medical Director or Assistant Medical Director,
• Clinical Supervisor, and
• Nurse Manager of service area where restraining of client occurred.
Rapid response team is activated within 24 hours of restraining episode and will meet for any incidence of mechanical
restraint with the client’s attending physician, unit/area charge nurse, and Master’s level nurse working with client to
address the question: What can be done to decrease the likelihood that additional restraining episodes will occur with
this client? (Prescott et al., 2007),

Responsive Behaviours: Responsive behaviours means behaviours that often indicate:
(a) An unmet need in a person, whether cognitive, physical, emotional, social, environmental or other, or
(b) A response to circumstances within the social or physical environment that may be frustrating, frightening or
confusing to a person (Ministry of Health and Long Term Care, 2007),

Restraints: Restraints are physical, chemical or environmental measures used to control the physical or behavioural
activity of a person or a portion of his/her body. Physical restraints limit a client’s movement. Physical restraints
include a table fixed to a chair or a bed rail that cannot be opened by the client. Environmental restraints control a
client’s mobility. Examples include a secure unit or garden, seclusion or a time-out room. Chemical restraints are any
form of psychoactive medication used not to treat illness, but to intentionally inhibit a particular behaviour or movement.
Least restraint means all possible alternative interventions are exhausted before deciding to use a restraint and the least
restrictive form of restraint to meet the client’s needs should be used (CNO, rev. 2009c).

Risk: The probability that an incident will occur (WHO, 2009).

APPENDICIES

Risk Factor: A factor that causes a person or a group of people to be particularly susceptible to an unwanted, unpleasant,
or unhealthy event, such as immunosuppression, which increases the incidence and severity of infection, or cigarette
smoking, which increases the risk of developing a respiratory or cardiovascular disease (Mosby’s Medical Dictionary, 8th edition,
2009).
Safety Plans: Freedom from accidental injury ensuring patient safety involves the establishment of operational systems
and processes (safety plan) that minimize the likelihood of intercepting them when they occur (Kohn, Corrigan & Donaldson,
2000).
Seclusion: The restriction of a person’s mobility through physically confining the patient to a defined area. Seclusion,
an environmental restraint, has been defined as the involuntary confinement of a patient alone in a room or area from
which the patient is physically prevented from leaving (National Council for Community Behavioural Healthcare, 2007).
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Siderails: Siderails/Bed rails are adjustable metal or rigid plastic bars that attach to the bed and are available in a variety
of shapes and sizes from full to half, one-quarter, and one-eighth in lengths. In the spectrum of care – including hospital,
long term care and home care settings – bed rails serve a variety of purposes, some of which are in the best interest of
the patient’s health and safety. Bed rails:
• are used on stretchers or beds while transporting patients following surgery or when relocating a patient to a new
room or unit;
• can facilitate turning and repositioning within the bed or transferring in or out of a bed;
• may provide a feeling of comfort and security, or facilitate access to bed controls; and
• may be used as a physical barrier to remind the patient of the bed perimeters, to ask for nursing assistance, or to
restrict voluntary movement out of bed (Hospital Bed Safety Workgroup, 2003).

Significant Other: A significant other may include, but is not limited to, the person who a client identifies as the most
important in his/her life. It could be a spouse, partner, parent, child, sibling or friend (CNO, 2009c).
Stakeholder: An individual, group, or organization with a vested interest in the decisions and actions of organizations
that may attempt to influence decisions and actions (Baker et al., 1999). Stakeholders include all individuals or groups who
will be directly or indirectly affected by the change or solution to the problem.

Substitute Decision Maker (SDM): A person identified by the Ministry of Health and Long-Term Care: Health
Care Consent Act, 1996 (HCCA) who may make a treatment decision for someone who is incapable of making his/her
own decision. The HCCA provides a hierarchy to determine who is eligible to be a substitute decision-maker. The SDM
is usually a spouse, partner or relative. A power of attorney for personal care is not necessarily required to act as SDM
(CNO, rev. 2009a).

Systematic Review: An application of a rigorous scientific approach to the preparation of a review article (National Health
and Medical Research Centre, 1998). Systematic reviews establish where the effects of health care are consistent and research
results can be applied across populations, settings, and differences in treatment (e.g. dose); and where effects may vary
significantly. The use of explicit, systematic methods in reviews limits bias (systematic errors) and reduces chance effects,
thus providing more reliable results upon which to draw conclusions and make decisions (Higgins & Green, 2008).

Therapeutic Relationship: The therapeutic relationship is grounded in an interpersonal process that occurs between
the nurse and the client(s). Therapeutic relationship is a purposeful, goal-directed relationship that is directed at advancing the best interest and outcome of the client (RNAO, rev. 2006c).
APPENDICIES

Trauma Informed Care: Mental health treatment that is directed by a thorough understanding by leaders and staff of
the profound neurological, biological, psychological and social effects of trauma and violence on the individual human
being, and an appreciation for the high prevalence of traumatic experiences in persons who receive mental health
services (National Executive Training Institute, 2005).

Treatment Interference: Treatment interference refers to the self-removal or disruption of technological devices
used for diagnosis, treatment, physiologic monitoring of acute and critically ill patients. Interference can apply to the
disruption or self-removal of any device, including urinary catheters, intravascular lines, feeding tubes, pulse oximetry
probes and oxygen masks (Happ, 2000).
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Appendix B: Guideline Development Process
The RNAO, with funding from the Government of Ontario, has embarked on a multi-year program of nursing best practice
guideline development, pilot implementation, evaluation, dissemination and support of uptake. One of the areas of
emphasis is on nursing interventions related to client safety and the use of restraints. A panel of nurses and other healthcare professionals convened by the RNAO developed this guideline. This work was conducted independent of any bias or
influence from the Ontario Government.
In April of 2010, a panel of nurses and health-care professionals from a range of practice settings with expertise in practice,
education and research with clients at risk of behaviours of harm to self/others resulting in the possible use of restraints
was convened under the auspices of the RNAO. The panel discussed the purpose of their work, and came to consensus on
the scope of this best practice guideline. It was the consensus of the guideline development panel that the use of a model in
tandem with guiding principles ( Figure 1, pg. 20-21) along with the development of the following seven clinical questions
was a critical to the development of guideline recommendations:
1. What assessment approaches and tools are available to assist nurses to identify clients at risk for restraint use?
2. What prevention strategies and tools are available to support nurses to care for clients at risk for restraint use?
3. What de-escalation and crisis management techniques are available to support nurses to care for clients at risk
for restraint use?
4. What safety and monitoring strategies does the nurse need to consider when restraints are considered as a last
intervention?
5. What education and training is required to support nurses in the implementation of alternative approaches and/
or the use of restraints when caring for clients at risk for restraint use?
6. What organizational characteristics support nurses across all practice settings to move towards a restraint-free
practice environment?
7. What studies are available on environments conducive to restraint-free practices?
Subsequently, a search of the literature for best practice guidelines, systematic reviews, relevant research studies and websites
was conducted. Nineteen existing best practice guidelines on the topic were found. As part of the rigorous guideline development process for the Nursing Best Practice Guidelines Program, a systematic review of the literature was conducted. The
search strategy of the research literature resulted in the retrieval of more than 1308 abstracts on the topic of restraints. See
Appendix C for details of the Systematic Review and search strategy and outcomes.
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The panel was divided into expert subgroups by area of clinical and academic expertise and interest to consider the evidence
summaries according to the clinical questions for thematic analysis for the purpose of drafting recommendations for the
guideline. The subgroups linked the evidence (ranging from randomized controlled trials to grey literature) to themes that
formed the basis for the development of the recommendations. Through consensus process panel subgroups, based on
answering the seven clinical questions, developed major recommendation themes. The guideline recommendations were
then brought back to the whole panel for consensus and approval. This process resulted in the development of practice,
education and organization and policy recommendations. The panel members as a whole reviewed the draft recommendations, discussed gaps, reviewed the evidence and came to consensus on the final set of recommendations. The document
was further refined to readily support clinical practice.
Recognizing the importance of collaboration across disciplines in practice settings, a subsequent draft was submitted to a
set of external stakeholders for review and feedback – an acknowledgement of these reviewers is provided on page 11-16 of
this document. Stakeholders represented various health-care professional and advocacy groups, clients/families/SDMs, as
well as professional associations. External stakeholders were provided with specific questions for comment, as well as the
opportunity to give overall feedback and general impressions. The feedback from stakeholders was compiled and reviewed
by the development panel discussion and consensus resulted in revisions to the draft document prior to publication.
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Appendix C: Process for Systematic Review
The search strategy utilized during the development of this guideline focused on two key areas: a structured website search
to identify best practice guidelines published on the topic of restraints no earlier than January, 2005; and a literature review
to identify primary studies, meta-analyses and systematic reviews published in this area from January 2000 to April 2010.

Step 1: Guideline Search
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One individual searched an established list of websites for content related to the topic area in January 2009. This list of sites
was compiled based on existing knowledge of evidence-based practice websites, known guideline developers and recommendations from the literature. Presence or absence of guidelines was noted for each site searched as well as date searched.
The websites at times did not house guidelines, but directed to another website or source for guideline retrieval. Guidelines
were either downloaded if full versions were available or were ordered by phone/email.
• Agency for Healthcare Research and Quality (National Guideline Clearinghouse): http://www.guidelines.gov/
• Alberta Medical Association: http://www.topalbertadoctors.org/
• American College of Critical Care Medicine of the Society of Critical Care Medicine: http://www.med.umich.edu/
AnesCriticalCare/Documents/Guidelines/SCCM/restraint.pdf
• Bandolier Journal: http://www.medicine.ox.ac.uk/bandolier/
• Brent Local Safeguarding Children Board (LSCB): http://www.brentlscb.org.uk/
• British Columbia Council on Clinical Practice Guidelines: http://www.bcguidelines.ca/gpac/
• British Columbia Office of Health Technology Assessment: http://www.chspr.ubc.ca/
• Campbell Collaboration: http://www.campbellcollaboration.org/
• Canadian Coordinating Office for Health Technology Assessment (CCOHTA): http://cadth.ca/
• Canadian Health Network: http://www.phac-aspc.gc.ca/chn-rcs/index-eng.php
• Canadian Institute for Health Information: http://secure.cihi.ca/cihiweb/splash.html
• Canadian Medical Association Infobase: Clinical Practice Guidelines: http://www.cma.ca/index.php/ci_id/54316/
la_id/1.htm
• Centers for Disease Control and Prevention: http://www.cdc.gov/
• Centers for Evidence-Based Mental Health: http://cebmh.com/
• Centre for Evidence-Based Pharmacotherapy: http://rodp.ridne.net/node-54615.html
• Children Acts Advisory Board: http://www.srsb.ie/
• Clinical Evidence: http://clinicalevidence.bmj.com/ceweb/conditions/index.jsp
• College of Nurses of Ontario: Standards: http://www.cno.org/en/learn-about-standards-guidelines/publicationslist/standards-and-guidelines/
• Commission on the Future of Health Care in Canada: http://www.hc-sc.gc.ca/index-eng.php
• Database of Abstracts of Reviews of Effectiveness (DARE): http://www.crd.york.ac.uk/crdweb/
• Emergency Medical Services Guidelines: http://wearcam.org/decon/full_body_restraint.htm
• Evidence-based On-Call: http://www.eboncall.org/
• European Observatory on Health Care for Chronic Conditions World Health Organization: http://www.who.int/chp/en/
• Geriatric Nursing Resource: http://aappolicy.aappublications.org/cgi/reprint/pediatrics;119/5/1018.pdf
• Guidelines Advisory Committee: http://www.gacguidelines.ca/index.cfm?pagepath=Resource_Centre/GAC_
Publications&id=18876
• Health Care Association of New Jersey: http://www.hcanj.org/docs/hcanjbp_fallmgmt6.pdf
• Institute for Clinical Evaluative Sciences: www.ices.on.ca
• Institute for Clinical Systems Improvement: http://www.icsi.org/guidelines_and_more/
• Irish Nurses Association: Guidelines on the Use of Restraint in Care of the Older Person: http://www.inmo.ie/
DesktopModules/articles/Documents/Guidelinesonrestraint.pdf
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• Joanna Briggs Institute for Evidence Based Nursing & Midwifery (Australia): http://www.joannabriggs.edu.au/
• Monash University Centre for Clinical Effectiveness: http://www.med.monash.edu.au/centres-institutes.html
• National Health Service Centre for Reviews and Dissemination: http://www.york.ac.uk/inst/crd/
• National Health Service R & D Health Technology Assessment Programme: http://www.ncbi.nlm.nih.gov/books/
NBK16710/
• National Institute for Clinical Evidence (NICE): http://www.nice.org.uk/guidance/index.jsp
• National Institute of Health (US) Consensus Development Program: http://consensus.nih.gov/
• New Zealand Guidelines Group: http://www.nzgg.org.nz/
• Psychiatry Online: http://www.psychiatryonline.com/resourceTOC.aspx?resourceID=5
• The Physiotherapy Evidence Database: http://www.pedro.org.au/
• Registered Nurses’ Association of Ontario, Nursing Best Practice Guidelines: www.rnao.org/bestpractices
• The Royal Children’s Hospital Melbourne Clinical Practice Guideline: http://www.rch.org.au/clinicalguide/cpg.
cfm?doc_id=5243
• Royal College of Nursing: http://www.rcn.org.uk/
• Scottish Intercollegiate Guidelines Network: www.sign.ac.uk
• Virginia Henderson International Nursing Library: http://www.nursinglibrary.org/vhl/

Step 2: Search Engine Web Search
In addition, a website search for existing practice guidelines on the topic of restraints was conducted via the search engine
“Google”, using key search terms. One individual conducted this search noting the result of the search, the websites
reviewed, date and a summary of results. The result of the search was then integrated into the established list of guideline
websites for content related to the topic.

Step 3: Hand Search/Panel Contributions
Panel members were also asked to review personal archives to identify guidelines not previously found through the above
search strategies. Identified guidelines by panel members where checked against the established list from guideline websites
and integrated into the list of guidelines if they had not already been identified in the search and met the inclusion criteria.

APPENDICIES

The search strategies described above resulted in the retrieval of 19 guidelines on the topic of restraints that met the following
criteria:
1. Published in English, national and international in scope;
2. Developed no earlier than January, 2005;
3. Strictly on the topic areas listed below;
4. Evidence-based (contains references, description of evidence, source of evidence); and
5. Available and accessible for retrieval.
As part of the evidence review, the guideline development panel conducted a critical appraisal of the 19 retrieved existing
clinical guidelines related to the use of restraints, using the Appraisal of Guidelines for Research and Evaluation Instrument
II (Brouwers, et al., 2010). This process resulted in the decision that 10 of these guidelines were relevant to the scope of the
guideline to be developed and would be used to inform the panel when developing the recommendations with supporting
discussions of evidence. The 10 included guidelines were:
• College of Nurses of Ontario (CNO). (rev. 2009c). Restraints standard. Toronto (ON): College of Nurses of Ontario.
• Futrell, M., Melillo, K. D. & Remington, R. (2008). Evidence-based practice guideline. Wandering. Iowa City (IA):
University of Iowa Gerontological Nursing Interventions Research Center, Research Translation Dissemination Core.
• Institute for Clinical Systems Improvement (ICSI). (2008). Prevention of falls (acute care). Health care protocol.
Bloomington (MN): Institute for Clinical Systems Improvement.
• Lyons, S. S. (2004). Fall prevention for older adults: Evidence-based protocol. Iowa City, Iowa: The University of Iowa
Gerontological Nursing Interventions Research Center Research Translation and Dissemination Core.
90

R E G I S T E R E D N U R S E S ’ A S S O C I AT I O N O F O N TA R I O

Promoting Safety: Alternative Approaches to the Use of Restraints

• McGongal-Kenney, M. L. & Schutte, D. L. (2004). Non-pharmacological management of agitated behaviours in
persons with Alzheimer Disease and other chronic dementing conditions. University of Iowa Gerontological Nursing
Interventions Research Center Research Translation and Dissemination Core.
• National Collaborating Centre for Nursing and Supportive Care (NCCNSC). (2005). Violence: The short-term
management of disturbed/violent behaviour in psychiatric in-patient settings and emergency departments. London
(UK): National Institute for Clinical Excellence (NICE).
• National Institute for Clinical Excellence. (2004). Self-harm: The short-term physical and psychological management
and secondary prevention of self-harm in primary and secondary care. Clinical guideline 16. London, UK: Gaskell &
British Psychological Society.
• Park, M., Hsiao-Chen Tang, J. & Ledford, L. (2005). Changing the practice of physical restraint use in acute care.
Iowa City (IA): University of Iowa Gerontological Nursing Interventions Research Center, Research Translation
and Dissemination Core.
• Registered Nurses’ Association of Ontario (RNAO). (rev. 2011). Prevention of falls and fall injuries in the older adult.
Toronto (ON): Registered Nurses’ Association of Ontario.
• Skemp Kelley, L., Pringle Specht, J. K. & Maas, M. L. (2001). Family involvement in care for persons with Dementia.
Iowa City, Iowa: The University of Iowa Gerontological Nursing Interventions Research Center Research Translation
and Dissemination Core.

Step 4: Literature Review
A university health sciences librarian conducted a database search for existing evidence related to restraint use. An initial
search of the MEDLINE, Embase, CINAHL databases for primary studies and systematic reviews published from January
2000 to April 2010 was conducted in April 2010 using the following search terms: “Restraint”, “ Physical and Restrain”,
“Mechanical and Restrain”, “Manual and Restrain”, “Physical and Immobilization”, “Chemical and Restrain”, “Pharmacological and Restrain”, “Environmental and Restrain”, “Seclusion and Restrain”, “Patient and Restrain”, “Patient Isolation and
Restraint, Physical”, “Restrict and Device”, “Restrain and Free”, Restrain and Minimization”, “Restraining and Restrain”,
“Restrain and Reduction”, “Nursing”, “Nurses”, “Nurse or Nurses or Nursing”, “Nursing Practice”, “Nursing Assistants”,
“Patient Care”, “Patient and Care”, “Immobilization and Stress”, Physical and Immobilization”, “Treatments and Procedures
and Restrain”, “Nursing Care Coordination”, “Suicide and Self Restraint”. The members of the guideline development panel
were also asked to review personal archives to identify key sentinel literature on the topic to ensure all evidence was captured
in the literature search. As directed by the consensus panel, supplemental literature searches were conducted where needed.

APPENDICIES

The search was structured to meet the following inclusion/exclusion criteria and to answer the clinical questions identified by
the guideline development panel . The identified on the topic of restraints was quality reviewed to inform the development
of the guideline, Promoting Safety: Alternative Approaches to the Use of Restraints:

Inclusion Criteria:
1. Studies focus on one or more of the following topics:
a. Assessment tools,
b. Prevention strategies,
c. Alternative approaches to the use of restraints,
d. Client-centered care,
e. Education/training programs,
f. Ethics,
g. Client safety,
h. Restraint legislation/standards,
i. Restraint use,
j.	Risk factors (clinical features) for the use of restraints (behaviours, cognitive impairments, treatment interference, triggers),
BEST PRACTICE GUIDELINES •
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k. Type of restraints (physical/mechanical, chemical-pharmacological, environmental/seclusion), and
l. Organizational responsibilities.
2. The outcomes of intervention studies must be related to caring for clients at risk for restraints use.
3. S tudy publication dates range from January 2000 to April 2010 (Note: seminal papers that were published before
January 2000 were also included for review).
4. Study publications that were published in English.
5. Systematic reviews, meta-analysis, qualitative and quantitative research studies.

Exclusion criteria:
1. Study focus does not relate to physical/mechanical, chemical or environmental restraint use.
2. Article that does not pertain to restraint use inclusion criteria.
3. Assessment or interventions that are not within the scope of nursing practice.
4. Study publications that are not written in English.
5. Dissertations, commentaries and narrative reviews (Note: these may be included as background information).

Clinical Questions:
1. What assessment approaches and tools are available to assist nurses to identify clients at risk for restraint use?
2. What prevention strategies and tools are available to support nurses to care for clients at risk for restraint use?
3. What de-escalation and crisis management techniques are available to support nurses to care for clients at risk
for restraint use?
4. What safety and monitoring strategies does the nurse need to consider when restraints are considered as a last intervention?
5. What education and training is required to support nurses in the implementation of alternative approaches and/or the
use of restraints when caring for clients at risk for restraint use?
6. What organizational characteristics support nurses across all practice settings to move towards a restraint-free
practice environment?
7. What studies are available on environments conducive to restraint-free practices?

Search Results:
The search strategy described above resulted in the retrieval of 1312 abstracts on the topic of Promoting Safety: Alternative
Approaches to the Use of Restraints. These abstracts were then screened by two research assistants in order to identify
duplications and assess for inclusion and exclusion criteria as established by the panel, yielding a total of 290 articles to be
included in the systematic review.
APPENDICIES

Step 5: Hand Search
A hand search of articles published since the database search that resulted in the systematic review (April 2010 to April 2011)
was conducted to ensure no recently published research relating to the topic and guideline Promoting Safety: Alternative
Approaches to the Use of Restraints resulted in new findings. Twenty-five articles were identified; however, only three were
applicable based on the established inclusion and exclusion criteria. Panel consensus agreed that they offered no new findings
but did further support the content already identified in the initial systematic review. The following four articles were used
in the manuscript to support the findings from the initial systematic review:
• Möhler, R., Richter, T., Köpke, S. & Meyer, G. (2011). Interventions for preventing and reducing the use of
physical restraints in long-term geriatric care (Review). Cochrane Database of Systematic Reviews, 2011, 2. Art.
No.: CD007546. DOI: 10.1002/14651858.CD007546.pub2
• Sandhu, S., Mion, L., Khan, R., Ludwick, R., Claridge, J., Pile, J.,… Dietrich,M. (2010). Likelihood of ordering
physical restraints: Influence of physician characteristics. Journal of the American Geriatrics Society 58 (7), 12721278. doi: 10.1111/j.1532-5415.2010.02950.x
• Strout, T. (2010). Perspectives on the experience of being physically restrained: An integrative review of the qualitative literature. International Journal of Mental Health Nursing 19, 416-427. doi: 10.1111/j.1447-0349.2010.00694.x
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Appendix D: Description of the Toolkit
Best practice guidelines can only be successfully implemented if there are: adequate planning, resources, organizational
and administrative support as well as appropriate facilitation. In this light, RNAO, through a panel of nurses, researchers
and administrators has developed the Toolkit: Implementation of Clinical Practice Guidelines based on available evidence,
theoretical perspectives and consensus. The Toolkit is recommended for guiding the implementation of any clinical practice
guideline in a health-care organization.
The Toolkit provides step-by-step directions to individuals and groups involved in planning, coordinating, and facilitating
the guideline implementation. Specifically, the Toolkit addresses the following key steps in implementing a guideline:
1. Identifying a well-developed, evidence-based clinical practice guideline.
2. Identification, assessment and engagement of stakeholders.
3. Assessment of environmental readiness for guideline implementation.
4. Identifying and planning evidence-based implementation strategies.
5. Planning and implementing evaluation.
6. Identifying and securing required resources for implementation.
Implementing guidelines in practice that result in successful practice changes and positive clinical impact is a complex
undertaking. The Toolkit is one key resource for managing this process. The toolkit can be downloaded at www.rnao.org/
bestpractices.

APPENDICIES
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Appendix E: Example: Experience of Being
Restrained (SEBR) Interview Tool
The Subjective Experience of Being Restrained (SEBR) is a structured interview guide used with patients, first in a hospital
study (Strumpf & Evans, 1988) and then in a subsequent nursing home study (Evans & Strumpf, 1987; Evans et. al., 1991). This instrument
was used to guide the interview, but an open-ended, free-flowing discussion was sought with the subject; the interviews were
audiotaped and transcribed for content analysis. No validity and reliability studies have been done on this instrument.

Subjective Experience Of Being Restrained (SEBR) Interview Guide
The authors give permission for use of this instrument.
Subject No.________________________________
Date_ _____________________________
Interviewer_ _____________________________
1. While here in (name of hospital/nursing home), have you ever experienced having your movement limited or restricted
in any way? (Use patient’s own words or coach with “being tied down,” “posey vest,” “bedrails,” “safety belt”).

APPENDICIES

(Record patient’s own words)

Yes

(TYPE)

_______________________________________________		

belt/tie

1

_______________________________________________		

vest

2

_______________________________________________		

wrist

3

_______________________________________________		

ankle

4

_______________________________________________		

mitt

5

_______________________________________________		

bedrail

6

_______________________________________________		

other

7

_______________________________________________				

8

If No, go to #14

No

2. I F YES, could you describe to the best of your recollection the circumstances surrounding the use of the (name device
identified in #1 above)?
_________________________________________________________________________________________________
_________________________________________________________________________________________________
(NOTE: Use patient’s own word for the “devices” - you may coach with time, place, persons involved, patient’s behavior,
situation, including whether in bed/chair, stretcher, w/c).
3. Do you recall having the (device) applied?
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4. Did someone tell you why the (device) was being applied?
Yes

1

No

2

If Yes, what did they tell you?
_________________________________________________________________________________________________
_________________________________________________________________________________________________
5. What ideas do you have about other ways you might be (have been) helped with (Response given in #4) rather than the
use of the (device)?
_________________________________________________________________________________________________
_________________________________________________________________________________________________
6. What do (did) you feel when having the (device) applied?
_________________________________________________________________________________________________
_________________________________________________________________________________________________
7. What do (did) you do when the (device) is (was) applied?
_________________________________________________________________________________________________
_________________________________________________________________________________________________
8. What did (does) the (device) prevent you from doing that you want(ed) or need(ed) to do?
_________________________________________________________________________________________________
_________________________________________________________________________________________________
9. How long is (was) the (device) left on?
_________________________________________________________________________________________________
_________________________________________________________________________________________________
APPENDICIES

10. How did (do) you deal with being (use patient’s own words, or “tied down”, “restrained”, “restricted in your movement”)?
_________________________________________________________________________________________________
_________________________________________________________________________________________________
11. Do you recall ever having the (device) removed?
Yes

1

No

2

12. What is (was) explained to you about having the (device) removed?
_________________________________________________________________________________________________
_________________________________________________________________________________________________
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13. (IF STILL RESTRAINED) How long do you expect this (device) to be used?
_________________________________________________________________________________________________
_________________________________________________________________________________________________
14. Do you have any memory of ever being confused while here in (name of hospital/nursing home)?
If Yes, describe.
_________________________________________________________________________________________________
_________________________________________________________________________________________________
15. Have you had any immediate effects from this (device)? (e.g., “discomfort”). If yes, describe.
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
Thank You for Your Participation!
Lois Evans and Neville Strumpf
© 1986 University of Pennsylvania School of Nursing
Source: Evans, L. and Strumpf, N. (1986). Subjective Experience of Being Restrained. Penn Nursing Science: University of Pennsylvania School of Nursing.
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Web link: www.nursing.upenn.edu/cisa/Pages/Research.aspx
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Appendix F: Example: Short-Term Assessment
of Risk and Treatability Tool (START)
Name: ________________________________________________
Last

First

Middle

Record #: ______________________________________________
Male ❑   Female ❑   D.O.B__________________________________
yy/mm/dd

DSM-IV TR ❑   ICD-10 ❑

Diagnosis:

1 _________________ 2 ___________________ 3_ __________________ 4_ __________________ 5________________
STATUS:

❑ HOSPITAL

Status: __________

PURPOSE: ❑ REFERAL
			

❑ COMMUNITY

❑ CORRECTIONS

Status __________

Status: __________

❑ ADMISSION

❑ REVIEW

❑ OTHER

Specify: __________

Specify: __________

START Time Frame: _______________________
days/weeks/months

2

Strengths
1

0

❍
❍
❍
❍
❍
❍
❍
❍
❍
❍
❍
❍
❍
❍
❍
❍
❍
❍
❍
❍
❍
❍

❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑

❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑

❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑

START Items
1.

Social Skills

2.

Relationships (TA: Y/N)*

3.

Occupational

4.

Recreational

5.

Self-Care

6.

Mental State

7.

Emotional State

8.

Substance Use

9.

Impulse Control

10.

External Triggers

11.

Social Support (PPS: Y/N)‡

12.

Material Resources

13.

Attitudes

14.

Med. Adherence (N/A ❑)†

15.

Rule Adherence

16.

Conduct

17.

Insight

18.

Plans

19.

Coping

20.

Treatability

21. Case Specifis Item: ______________
22. Case Specifis Item: ______________

2

Vulnerabilities
1
0

❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑

❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑

❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑
❑

Critical
Item

❍
❍
❍
❍
❍
❍
❍
❍
❍
❍
❍
❍
❍
❍
❍
❍
❍
❍
❍
❍
❍
❍

SIGNATURE RISK SIGNS

SPECIFIC RISK ESTIMATES
Hx*

Risks

T.H.R.E.A.T

❍
❍
❍
❍
❍
❍
❍
❍
❍
❍
❍
❍
❍
❍
❍
❍
❍

Violence

No ❑

Yes ❑

Self-Harm

No ❑

Yes ❑

Suicide

No ❑

Yes ❑

Unauthorized Leave
Substance Abuse
Self-Neglect
Being Victimized
Case Specific Risk: ________

Low

Mod

High

❑
❑
❑
❑
❑
❑
❑
❑

❑
❑
❑
❑
❑
❑
❑
❑

❑
❑
❑
❑
❑
❑
❑
❑

CURRENT MANAGEMENT MEASURES

APPENDICIES

Key
Item

Current Management Plan:

Health Concerns/Medical Tests:____________________________________________________________________________________
_____________________________________________________________________________________________________________
Risk Formulation: what factors/predict-explain/which person/will carry out/what act/when? __________________________________________________
completed by: ______________________________________________________________ date:_________________________________
*TA - Therapeutic Alliance ‡PPS - Positive Peer Support †N/A – Not Applicable Hx - Historical
Version 1.1 © 2009
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The START assesses seven dynamic risks (violence to others, suicide, self-harm, being victimized, substance abuse, selfneglect, unauthorized absences and treatability) as low, moderate or high. History for the seven risks is also assessed.
Twenty patient strengths and vulnerabilities are evaluated on the degree of absence or presence using ratings of 0, 1, or 2.
Critical vulnerabilities and key strengths can be identified. Signature risk signs and risk formulation can also be identified.
The START was designed for psychiatric and forensic inpatients and outpatients. A guide is available that details the use of
the START and relevant evidence at http://www.bcmhas.ca/Research/Research_START.htm.
Strengths and vulnerabilities are rated for strength (0, 1, 2) & vulnerabilities (0, 1, 2) using a set of terms with ascribed
meanings. Key and critical items are highlighted. Seven risks including violence to others, self-harm, suicide, unauthorized
leave, substance abuse, self-neglect and victimization by others is assessed low, moderate or high.

APPENDICIES

Reprinted with permission from British Columbia Mental Health & Addiction Services.
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Appendix G: Example: Broset Violence
Checklist Tool
The Broset Violence Checklist (BVC)- quick instructions: Score the patient at
agreed time on every shift. Absence of behaviour gives a score of 0. Presence
of behaviour gives a score of 1. Maximum score (SUM) is 6. If behaviour is
normal for a well known client, only an increase in behaviour scores 1, e.g. if
a well know client normally is confused (has been so for a long time) this will
give a score of 0. If an increase in confusion is observed this gives a score of 1.
Monday /

/

Tuesday /
Day

Evening

/

Night

Confused

Confused

Irritable

Irritable

Boisterous

Boisterous

Verbal threats

Verbal threats

Physical threats

Physical threats

Attacking objects

Attacking objects

SUM

SUM

Wednesday /

/

Thursday /
Day

Evening

Patient/ Client data

Day

Evening

Night

Day

Evening

Night

/

Night
Confused

Irritable

Irritable

Boisterous

Boisterous

Verbal threats

Verbal threats

Physical threats

Physical threats

Attacking objects

Attacking objects

SUM

SUM

BEST PRACTICE GUIDELINES •

APPENDICIES

Confused

w w w. r n a o . o r g

99

Promoting Safety: Alternative Approaches to the Use of Restraints

Friday /

/

Saturday /
Day

Evening

/

Night

Day

Confused

Confused

Irritable

Irritable

Boisterous

Boisterous

Verbal threats

Verbal threats

Physical threats

Physical threats

Attacking objects

Attacking objects

SUM

SUM

Sunday /

Evening

Night

/
Day

Evening

Night

Confused
Irritable
Boisterous
Verbal threats
Physical threats
Attacking objects
SUM
Source: Almvik, R. & Woods, P. (April 1, 2003). Short-term risk prediction: The Broset Violence Checklist. Journal of Psychiatric and Mental Health
Nursing,10(2), 236-238.
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Reprinted with permission from John Wiley and Sons.
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Appendix H: Example: Historical-Clinical-Risk
Management: 20 (HCR-20)
Historical-Clinical-Risk Management: 20 (HCR-20)
Historical Scale
H1 Previous Violence
H2 Young Age at First Violence Incident
H3 Relationship Instability
H4 Employment Problems
H5 Substance Use Problems
H6 Major Mental Illness
H7 Psychopathy
H8 Early Maladjustment
H9 Personality Disorder
H10 Prior Supervision Failure
Clinical Scale
C1 Lack of insight
C2 Negative Attitudes
C3 Active Symptoms of Major Mental Illness
C4 Impulsivity
C5 Unresponsive to Treatment
Risk Management Scale
R1 Plans Lack Feasibility
R2 Exposure to De-stabilizers
R3 Lack of Personal Support
R4 Noncompliance with Remediation Attempts
R5 Stress

APPENDICIES

The HCR-20 is used in mental health, forensic and criminal justice settings. The presence or absence of the 20 historical- clinicalrisk management factors are identified according to 3 levels: Absent; Possible Present; or Definitely Present. The risk for future
violence is assessed by the evaluation of the 20 risk items. HCR-20 is published by the Mental Health, Law and Policy Institute
at Simon Fraser University. The HCR-20 Violence Risk Management Companion Guide is available. For information:
http://kdouglas.wordpress.com/hcr-20/
Reprinted with permission from: Ronald Roesch, Professor, Director of Mental Health Law and Policy Institute, Simon Fraser University.
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Appendix I: Example: Coping Agreement
Questionnaire (CAQ)
Coping Agreement Questionnaire (CAQ)
(Copyright NY State Psychiatric Institute-from Hellerstein et al., 2007)

New York State Psychiatric Institute
Patient’s Name (Last, First, M.I.)

“C NO.”

TREATMENT PLAN

_____________________________________________

Coping Agreement

Sex______________ Date of Birth_ _________________
Unit/Ward No.

APPENDICIES

Hospitalization can be a stressful time. Therefore, the nurse interviewer would like to find out the best ways to care for you
in case you become upset and you need help dealing with your emotions. We are asking you to answer a few questions to
help us assist you. Please keep the staff informed about how you are feeling at all times.
1.
		
		
		
		
		

What upsets you and/or causes you to lose control?
❑ Being Tired		
❑ Being Hungry		
❑ Having visitors		
❑ Being touched		
❑ Not being able to go home		

2.
		
		
		
		
		

What have you done when you were upset or lost control?
❑ Cry		
❑ Throw things
❑ Withdraw		
❑ Hit people
❑ Slam doors		
❑ Strike out
❑ Hurt myself		
❑ Yell
❑ Other: ___________________________

3.
		
		
		

If I am about to lose control, please try the following things to help me calm down.
❑ Talk with me		
❑ Help me get involved in another activity
❑ Allow me to sit quietly by myself in a room		
❑ Give me medicine
❑ Have me deep breathe		
❑ Other:___________________________

❑ Too much noise
❑ Feeling lonely
❑ Not having visitors
❑ Feeling rejected
❑ Other: ___________________________

4. Family recommendations: ____________________________________________________________
If at any time, your emotional state puts you or others in an unsafe situation, and the information you have given us has not
helped you gain control of yourself so that you are safe, staff will intervene by using an alternative intervention. A physical
intervention will only be used as a protective method to help keep you or others safe. Once you have gained control, staff
will once again review your treatment plan and coping agreement with you. Together we will make any necessary changes
in your treatment.
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5. The following questions will be asked if clinically indicated:  ❑ Not clinically indicated
A. As a last resort, in a crisis situation which treatment would you prefer?
❑ Seclusion		
❑ Restraint
❑ No Preference
B. If either seclusion of restraint is used, do you wish to have your family/significant other notified?
❑ Yes			
❑ No
Patient’s Signature:_ ________________________________________ Date:_ ___________________________________
Nurse’s Signature:__________________________________________ Date:_ ___________________________________
Treating Physician’s Signature:_ _______________________________ Date:_ ___________________________________
Revision History: Place (X) if the revision is after seclusion/restraint; also document debriefing meeting in the progress notes.
Date:__________________ Revision ( )_ _____________________ Staff Signature_ _______________________
Date:__________________ Revision ( )_ _____________________ Staff Signature_ _______________________
Date:__________________ Revision ( )_ _____________________ Staff Signature_ _______________________
(If necessary continue revision history on a UCR Continuation Sheet)
Reprinted with Permission from David J. Hellerstein, MD.
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Appendix J: Example: Alternative Approaches List
The Ottawa Hospital
Least Restraint Last Resort Policy
ADM VIII 540_

APPENDICIES

Table with examples/suggested alternatives and patient behaviours
Presenting Behaviours

Examples of Suggested Alternatives

1. Falls

• Medication review
• Toileting regularly
• Quad exercise: mobility/ ambulation
• Routine positioning (Q2H)
•  Increased participation in ADL
• Pain relief/comfort measures
• Normal schedule/individual routine
• Assess for hunger, pain, heat, cold
• Glasses, hearing aids, walking aids easily available
• Increase social interactions
• Redirect with simple commands
• Call bell demonstration
• Involve family in planning care
• Diversional activities: pets, music, puzzles, crafts, cards, snacks
• Scheduling daily naps
• Alarm devices- bed/chair/ door
• Clutter free rooms
• Mattress on floor/lower bed
• Non-slip strips on floor
• Night light
• Helmet
• Acceptance of risk

All requests to use or adapt the Alternative Approaches to Restraint Use must be directed to the Ottawa Hospital, Department of Nursing
Professional Practice.
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Examples of Suggested Alternatives

2. C
 ognitive Impairmente.g. dementia

• Toileting regularly
• Normal schedule/individual routine
• Assess for hunger, pain, heat, cold
• Label environment i.e. bathroom door
• Increase social interactions
• Redirect with simple commands
• Gentle touch
• Assessing past coping strategies
• Involve family in planning care
• Diversional activities: pets, music, puzzles, crafts, cards, snacks
• Reminiscence
• Scheduling daily naps
• Pacing permitted
• Alarm devices- bed/chair/door
• Clutter free rooms
• Night light
• Glasses, hearing aids, walking aids easily available

3. Acute Confusiondelirium

• Medication review
• Work-Up for underlying cause- see Pre-Printed Orders
• Pain relief/comfort measures
• Glasses, hearing aids, walking aids easily available
• Toileting regularly-start q2h
• Normal schedule/individual routine
• Assess for hunger, pain, heat, cold
• Label environment i.e. bathroom door
• Increase/decrease social interactions
• Redirect with simple commands
• Gentle touch
• Assessing past coping strategies
• Involve family in planning care
• Scheduling daily naps
• Alarm devices- bed/chair/door
• Clutter free rooms
• Night light

BEST PRACTICE GUIDELINES •
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Presenting Behaviours

Examples of Suggested Alternatives

4. Agitation

• Mobility/ambulation/exercise routine
• Routine positioning (Q2H)
• Medication review
• Pain relief/comfort measures
• Toileting regularly
• Normal schedule/individual routine
• Assess for hunger, pain, heat, cold
• Increase social interactions
• Redirect with simple commands
• Relaxation techniques (tapes, dark environment)
• Gentle touch
• Assessing past coping strategies
• Involve family in planning care
• Diversional activities: pets, music, puzzles, crafts, cards, snacks
• Scheduling daily naps
• Pacing permitted

5. Wandering

• Assess for hunger, pain, heat, cold
• Buddy system among staff/consistency
• Label environment i.e. bathroom door
• Increase social interactions
• Redirect with simple commands
• Assessing past coping strategies
• Involve family in planning care
• Diversional activities: pets, music, puzzles, crafts, cards, snacks
• Tape (stop) line on floor
• Alarm devices- bed/chair/door
• Clutter free rooms
• Night light
• Room close to nursing station
• Glasses, hearing aids, walking aids easily available

6. Sliding

• Consults to OT/PT
• Routine positioning (Q2H)
• Pain relief/comfort measures
• Call bell demonstration
• Wedge cushions/tilt wheelchairs (consult OT/ PT)
• Non slip cushion (consult OT)
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Examples of Suggested Alternatives

7. Aggression

• Medication review
• Pain relief/comfort measures
• Assessing past coping strategies
• Normal schedule/individual routine
• Assess for hunger, pain, heat, cold
• Increase/decrease social interactions
• Relaxation techniques (tapes, quiet/dark room)
• Involve family in planning care
• Pacing permitted
• Soothing music

8. P
 ulling out invasives/
tubes

• Pain relief/comfort measures
• Increase social interactions
• Redirect with simple commands
• Call bell demonstration
• Stimulation/meaningful distraction
• Explain procedures/treatments
• Gentle touch
• Involve family in planning care
• Camouflage tubing on IV
• Abdominal binder over PEG
• Change IV to intermittent asap
• Arm splint (prevent elbow bending)

9. Unsteadiness

• Mobility/ambulation/exercise
• Medication review
• Increase social interactions
• Call bell demonstration
• Scheduling daily naps
• Clutter free rooms
• Mattress on floor/lower bed
• Non-slip strips on floor
• Night light
• Acceptance of injuries
• Glasses, hearing aids, walking aids easily available

APPENDICIES

Presenting Behaviours

All requests to reproduce must be directed to The Ottawa Hospital Alternative to Restraints Decision Tree” must be directed to the Ottawa Hospital,
Department of Nursing Professional Practice for permission”.
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Appendix K: Example: Caregivers Perceptions
of Restraint Use Questionnaire (PRUQ)
Perceptions of Restraint Use Questionnaire (PRUQ)
Background and Instructions for Use
The Perceptions of Restraint Use Questionnaire (PRUQ) was developed to determine the relative importance caregivers
ascribe to reasons for using physical restraints with the elderly. The tool was developed as a Likert scale (originally 3-point,
now 5-point) from a review of the literature that included reasons for and attitudes about restraint use. It was judged to have
face and content validity by a panel of five gerontologic nurse experts. It had a coefficient alpha of .80 with 18 professional
hospital nurses and of .74 with a sample of 20 nursing home staff [Strumpf & Evans, 1987, 1988]. Following its expansion to 11
items, it had a coefficient alpha of .86 with 51 nurses who worked with the elderly in geriatric and geropsychiatric settings
[Evans & Strumpf, 1987]. We have since modified the instrument to include more items regarding fall risk and treatment
interference; this 17 item 5-point Likert scale is the one we currently employ in our research. Among 184 European nursing
personnel, this version had a coefficient alpha of .96. In a sample of 87 American nursing home staff, it had a mean of 3.65
and a coefficient alpha of .94 [Evans & Strumpf, 1993].

Scoring Instructions for the PRUQ
To score the PRUQ, calculate a mean total scale score by summing the scores for each of the 17 items and dividing by 5 [the
number of positions on the Likert scale]. As an example, staff in the three nursing homes in our clinical trial [JAGS 1997]
averaged 3.8 (+/- 0.86, n=55), 4.02 (+/- 0.68, n=29) and 3.64 (+/- 0.83, n=55) at baseline.
For the “knowledge of alternatives” section, count the number of discrete interventions suggested by the respondent for a
total (sum) score. These named interventions may be categorized into four types: physiologic, psychosocial, activity, and
environmental. The Matrix of Behavioral Interventions (attached, and Strumpf, et. al., 1998, pp. 137-139) is used to code the
types of interventions identified. Total number of interventions and subtotal for each type are tallied and a mean, median
and mode derived for each.
Key: PH: physiological; PS: psychosocial; PA: physical activity; ENV: environmental; PR: physical restraint;
CR: chemical restraint; SR: siderails; OIN: other, inappropriate intervention (e.g., seclusion, discharge to another facility);
OAP: other, appropriate intervention (e.g., increase in staff).
APPENDICIES

This version of the PRUQ is for use in acute care settings; minor modification in the demographic items (e.g., #16, #19) may
be made for use in nursing homes or other settings.

References:

Evans, L.K., & Strumpf, N.E. (1987). Patterns of restraint: A cross-cultural view. Gerontologist, 27 (Supplement),
272A-273A.
Evans, L.K., & Strumpf, N.E. (1993). Frailty and physical restraint. In H.M. Perry, J.E. Morley, & R.M. Coe (Eds.),
Aging and musculoskeletal disorders, pp. 324-333. New York: Springer.
Evans, L.K., & Strumpf, N.E. (1989). Tying down the elderly: A review of the literature on physical restraint.
Journal of the American Geriatrics Society, 37, 65-74.
Strumpf, N.E., & Evans, L.K. (1987). Patterns of restraint use in a nursing home (Abstract). Proceedings of the
American Nurses Association Council of Nurse Researchers Meeting, 410. Kansas City: ANA.
Strumpf, N.E., & Evans, L.K. (1988). Physical restraint of the hospitalized elderly: Perceptions of patients and
nurses. Nursing Research, 37, 132-137.
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Strumpf, N.E., Robinson, J.P., Wagner, J.S., & Evans, L.K. (1998). Restraint-free care: Individualized approaches
for frail elders. New York: Springer.
Developed by Lois Evans and Neville Strumpf
© 1986. University of Pennsylvania School of Nursing; revised 1990 &, 2010.
Source: Evans, L. and Strumpf, N. (1986). Subjective Experience of Being Restrained. Penn Nursing Science: University of Pennsylvania School of Nursing.
Web link: www.nursing.upenn.edu/cisa/Pages/Research.aspx

Perceptions of Restraint Use Questionnaire (PRUQ)
The authors give permission for use of this instrument.
DATE___/___/___
The Study Has Been Explained To Me To My Satisfaction. By Completing This Questionnaire, I Am Giving My Consent To
Participate.
In caring for the older adult, physical restraints are sometimes used. Such restraints include vests, belts or sheet ties, crotch
or diaper restraints, ankle or wrists ties, hand mitts, or locked geriatric chairs with fixed tray tables.
Following are reasons sometimes given for restraining older people. In general, how important do you believe the use of
physical restraints are for each reason listed? (please circle the number that represents your choice)
Somewhat
important

not at
all important

most
important

1. Protecting an older person from:
1

2

3

4

5

b. Falling out of chair?

1

2

3

4

5

c. Unsafe ambulation?

1

2

3

4

5

2. Preventing an older person from wandering?

1

2

3

4

5

3. P
 reventing an older person from taking things from others?

1

2

3

4

5

4. P
 reventing an older person from getting into dangerous places or supplies?

1

2

3

4

5

5. K
 eeping a confused older person from bothering others?

1

2

3

4

5

6. Preventing an older person from:

1

2

3

5

5

a. Pulling out a catheter?

1

2

3

4

5

b. Pulling out a feeding tube?

1

2

3

4

5

c. Pulling out an IV?

1

2

3

4

5

d. Breaking open sutures?

1

2

3

4

5

e. Removing a dressing?

1

2

3

4

5

7. Providing quiet time or rest for an overactive older person?

1

2

3

5

8. Providing for safety when judgment is impaired?

1

2

3

4

5

9. S ubstituting for staff observation?

1

2

3

4

5

10. Protecting staff or other patients from physical abusiveness/combativeness?

1

2

3

4

5

11. Managing agitation?

1

2

3

4

5
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a. Falling out of bed?
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12. Please identify measures which could be used instead of physical restraints for the behaviors or situations listed above.
Use the back of this sheet if necessary.
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
13. Education: ❑ MSN

❑ BSN

❑ Diploma

❑ ADN

14. Age: ____
15. Sex: ❑ F

❑M

16. Type of Unit: ❑ Medical ❑ Surgical ❑ Critical Care ❑ Other
17. Total length of employment in this facility: ________ years _________ months
18. Any specialized education in geriatrics? ❑ yes ❑ no
19. Position: ❑ Staff Nurse ❑ Nurse Manager ❑ Advanced Practice Nurse ❑ Certified Nursing Assistant
Coding: Total_____ PH_____ PS_____ PA_____ ENV_____ PR_____ CR_____ SR_____ OIN_____ OAP_____
©1986, 1990 Evans & Strumpf
University of Pennsylvania School of Nursing
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Last updated May 12, 2010
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Center for Integrative Science in Aging

						Building integrative science addressing common and complex
problems associated with aging

Matrix of Behaviors and Interventions*
Types of
Interventions

Treatment Interference

Other Behaviors

Physiologic

• Identification of reasons for
falling and comprehensive
assessment
• Medication review/elimination
of troublesome drugs
• Evaluation and prescription
for PT/OT, etc.
• Rest
• Elimination schedule

• Comfort
• Pain relief
• Assistance with elimination
• Evaluation of need for change
in treatment (e.g., remove IV/
NG tubes, catheters; wean
from ventilator)

• Comfort
• Pain relief
• Correction of underlying
problem, e.g., dehydration
• Positioning
• Attention/assistance with
eliminations
• Sensory aids
• Massage/aroma therapy

Psychosocial

• Supervision
• Authorization of “no restraint”
from resident/family
• Fall/risk program
• Anticipation of needs

• Companionship and
supervision
• Authorization of “no restraint”
from resident/family
• Encouragement of appropriate
advance directive
• Reassurance
• Maintenance of communication
with family/resident
• Ethics consult as indicated
• Guided exploration of device
• “Contracting” for short-term
use (if invasive treatment
device)

• Companionship
• Therapeutic touch
• Active listening
• Calm approach
• Provision of sense of safety
and security/validation of
concerns
• “Timeout” PRN
• Caregiver consistency
• Supervision
• Promotion of trust and sense
of purpose/mastery
• Attention to resident’s agenda
• Reality orientation (if appropriate)
• Remotivation
• Attention to feelings and
concerns
• Facilitation of resident control
over activities of daily living
• Pastoral/spiritual counselling
• Family visits and information
sharing
• Communications that are
calm, sensitive to cues, and
use simple statements/
instructions
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Types of
Interventions

Fall Risk

Other Behaviors

Activities

• Daily physical therapy/
ambulation/weight bearing
• Gait training
• Fall-prevention program
• Transfer assistance
• Restorative program
• Meaningful activity

• Distraction
• Television, radio, music
• Something to hold

• Distraction
• Planned recreation (consistent
with interest/abilities)
• Exercise
• PT/OT/ADL training
• Social activity
• Outlets for anxious behavior,
especially structured activity
• Night-time activities PRN
• Redirection toward unit
• Pet therapy
• Structured routines
• Spiritual activities and outlets

Environmental

• Chairs that slant or fit body,
wedge cushions, abductor
pillow or other customized
seating
• Low beds, bed rails down
or single side rails, pads,
accessible call light, mattress
on floor, bedside commode,
table placed in front of chair
• Mobility aids and supportive
shoes
• Safety awareness training,
fall-safe environment, alarm
signal system, assistive devices,
elevated toilet seat
• Varied sitting locations
• Optimal lighting

• Placement near nursing
station
• Accessible call light
• Camouflaged or padded
treatment site
• Protective sleeves, garments,
etc.

• Decreased use of intercom
• Decreased/increased light as
appropriate
• Quiet room or soothing
background music
• Rocking chair
• Personalized area/homelike
environment/familiar objects
• Camouflaged doors, exits,
elevators
• Velcro “doors”/gates/stop
signs
• Floor tape (grids) or planters
to signal end of hallway
• Special locks
• Alarm systems
• Contained areas that are safe
and interesting
• Special clothing
• Varied seating and furnishings
• Personal space
• Structured environment
• Room change as appropriate

*List provides examples, not intended to be exhaustive.
Source: Modified from Strumpf, et. al., (1998), pp. 137-139.
Reprinted with permission from Penn Nursing Science.
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Appendix L: Example: ABC (AntecedentBehaviour-Consequence) Charting Template
Figure 1. Antecedent-Behaviour-Consequence charting template

DATE AND TIME OF DAY

ANTECEDENT

BEHAVIOUR

(IS THERE A TRIGGER?)

(DESCRIPTION)

CONSEQUENCE
(WHAT WAS THE
RESPONSE?)

Adapted from Proulx.10
Source: Omelan, C. (2006). CME: Approach to managing behavioural disturbances in dementia. Canadian Family Physician, February, 52, pg.193.

APPENDICIES

Reprinted with permission from the Canadian Family Physician.
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Appendix M: Example: Behaviour Monitoring Log
						

Center for Integrative Science in Aging

						Building integrative science addressing common and complex
problems associated with aging

Behavior Monitoring Log
Background and Instructions for Use
Purpose:
To facilitate consistent observation and documentation of behaviors so that patterns and meaning can be determined.

Directions for use:
1. In the space next to the item labeled “Specific Target behavior,” record the behavior under observation (e.g., falls from
bed, leaves unit, hits others, pulls at dressing).
2. Record the client’s name and room number in the spaces provided.
3. Record specific observations for each episode of the designated behavior in relevant columns of the log:
a. In Column 1, record the date of the observation of behavior.
b. In Column 2, record the exact time when the behavior was observed (Example: 10:30 AM).
c.	In Column 3, record exactly what behavior was observed (Example: fell when attempting to arise from chair unassisted).
d. In Column 4, record location where the episode occurred (Example: red chair in day room).
e.	In Column 5, note persons who were present and what they were doing (Example: Clients T. Jones & P. Smith;
C.N.A. (Certified Nursing Assistant) F. Fox talking with client T. Jones).
f.	In Column 6, describe what could be happening internally (inside the client) to precipitate the behavior
(Example: Client stated she had to go to the bathroom urgently; had a diuretic at 9:00 AM).
g.	In Column 7, record what could be happening externally (outside the client) to precipitate the behavior (Example:
No one available to take client to bathroom; client’s walking frame out of reach behind chair; floor recently polished).
h.	In Column 8, describe what interventions helped (or could have helped) the client to resolve the behavior
(Example: Taken to the bathroom every hour 9:30 AM to 12:30 PM, then every two hours until bedtime; kept
walking frame next to chair when seated; obtained new shoes with non-skid soles).
APPENDICIES

4. C
 ontinue observation and documentation of designated behaviours until (a) pattern(s) in occurrence can be detected
(e.g., behaviour seems to occur at specific times of day; certain persons in the environment appear to trigger a response;
behaviour corresponds with a lifetime habit of afternoon walks, etc.).
5. Maintenance of the log for several episodes of the behaviour and around the clock will probably be necessary to detect
patterns. As interventions that alter the behaviour are identified, these can be incorporated into the individualized care plan.
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Center for Integrative Science in Aging

						Building integrative science addressing common and complex
problems associated with aging

Behavior Monitoring Log
The authors give permission for use of this instrument.
Specific Target Behavior:______________________________________________________________________________
Client’s Name:_______________________________________________________________ Room #_________________

Date

Exact time

What
happened?

Where?

Who else
was present?

What could be
happening internally
(inside client) to
precipitate behavior?

What could be
happening externally
(outside client) to
precipitate behavior?

What interventions
help (could help)
client?

Adapted from: Strumpf, N., Robinson, E.J.P., Wagner, J.S., & Evans L.K. (1998). Restraint-free care: Individual approaches for frail elders. New York:
Springer Publishing, pp. 44-46.
Reprinted with permission from Penn Nursing Science.
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Appendix N: Example: Alternative to
Restraints Decision Tree
Describe Behaviour

Explore etiology of behaviour
Implement care strategies/ alternatives
Review Criteria for Least Restraint *
• Prevent serious bodily harm to self or others
• Enhance freedom or quality of life

Strategies
Effective?
Yes

No
• Attempt de-escalating strategies
• ‘Code White’ as required (Emergent)
• Continue/implement alternatives
• Consider chemical, environmental and/or physical
least restraints. Collaborate with team when possible.
• Obtain consent from patient/SDM** immediately or
within 12 hours. MHA*** excludes formed patients
• Implement Pre-Printed Order (MD/RN).
• Initiate restraint.
• Educate: offer handout for teaching
• Document & monitor as per policy

APPENDICIES

• Collaborate with team/SDM**
• Discuss preferred coping strategies
• Assess needs e.g. Pain, nutrition, etc.
• Continue/Initiate alternatives (see list)
• Document & monitor

Reassess need for
least restraint
Yes
• Code white as required
• Consult SDM**
• Trial new alternatives
• Re-evaluate least restraint
• Re-order restraint as per policy
• Document & monitor

No
• D/C restraint
• Consult SDM**
• Document & monitor

* Patient Restraints Minimization Act 2001
** SDM = Substitute Decision Make
*** Mental Health Act

All requests to use or adapt the Alternative to Restraints Decision Tree must be directed to the Ottawa Hospital, Department of Nursing
Professional Practice.
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Appendix O: Example: Mutual Action Plan
(MAP) Behaviour Profile
MAP Behavioural Profile
Patient Name: ___________________________

Date Initiated: ________________________________
*Initial & date each new entry (DD/MM/YY)

How does the patient best learn?
• Identify the patient’s learning style and adapt teaching
• Allow flexibility in decision making and power-sharing
How does the patient best communicate?
• Assess need for interpreter, communication tools, or signing
• Identify any connection between the patient’s thoughts, feelings, and behaviours. Connect patient’s
communication style and episodes of aggressive/maladaptive behaviour.
Patient’s aggressive, self-injurious, and/or maladaptive Behaviours
• Precise details about these behaviours
• Determine whether the behavior is sporadic or reoccurring
• Ensure precision when documenting incidents; rarely occurring incidents should be reported as
“highly infrequent”
Antecedents and Triggers
• Isolate any triggers leading to the aggressive, self-injurious, and/or maladaptive behaviours and
recognize preventative measures.
• Consider any potential environmental triggers
• How do we prevent re-traumatization (be trauma-sensitive)

APPENDICIES

Early Warning Signs
• Identify early signs of aggressive, self-injurious and/or maladaptive behaviours
• Refer  to the escalation continuum (subtle, escalating,
• imminent, or physical)
• Recognize social withdrawal, agitated movement and increase verbalization as early signs of
increased aggression.
De-escalation Preferences and Techniques
• Personalize strategies according to the patient’s de-escalation preferences
• Identify the use of verbal, relationship, or sensory techniques and tools
• Does the patient have any known previous trauma?
• How do we prevent re-traumatization (be trauma-sensitive)
Describe the Therapeutic Interventions
• Maintain knowledge of appropriate and interprofessional therapeutic intervention and
relationship strategies.
• Personalize interventions according to the patient’s values, strengths, history and patient story
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Which behaviours can be Monitored from a Safe Distance?
• Recognize that not all behaviors require physical intervention; such as throwing soft objects, and certain
environmental damage.
• Be aware that this type of behaviour may escalate
Which behaviours require Physical Intervention?
• Behaviors which require immediate physical action as they can cause harm to others or self such as
strikes and kicks.
• Identify the SMG intervention specifically
Staff monitoring responsibilities
• Continually monitor, assess, support, and check in with the patient’s behaviour, physical and mental
status to determine when to discontinue the physical intervention or seclusion.
• Recognize individual staff ’s training, physical and clinical intervention skills, physical restriction
and availability.
Update the patient’s MAP with pertinent information from the Behavioural Profile
MAP Behavioural Profile – DRAFT 2009/11/18 Adapted from Safe Management Group Inc. 2008. Copyright 2009, Ontario Shores Centre for Mental Health

APPENDICIES

Sciences. All right reserved. Reproduction in whole or in part by any means without express written consent of Ontario Shores is prohibited by law.
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Appendix P: Example: Safety Plan Interventions
Safety Plan Interventions
Purpose: for those residents who are exhibiting signs of aggression, disorientation, frequent falls, inappropriate behaviors,
the following suggested interventions are to be tried and evaluated identified issues: ______________________________
Therapeutic Interventions

Date
Tried

Effective

Non
Effective

Staff
Initials

Orientated to surroundings
Visual monitoring increased
Improved lighting/night lights
Room temperature adjusted
Powered lift chair (if available)
Chair seating has been reassessed
Low bed
Bed alarm
Chair alarm
Toileting routine has been individualized & reviewed
Can clearly find bathroom? – pictures used
Hip protectors – tried?
APPENDICIES

Moved closer to Nurses station
Sleep & rest periods have been reviewed & adjusted
Acceptable & useable call bell in place/ available
Correct footwear in use
Food & fluid intake reviewed re hunger/thirst issues
Activities reassessed and adjusted
Identified pain related issues are addressed
Contributing factors assessed for and treated e.g. infection
1:1 activities implemented
Increased walking/exercise programs
BEST PRACTICE GUIDELINES •

w w w. r n a o . o r g

119

Promoting Safety: Alternative Approaches to the Use of Restraints

Therapeutic Interventions
Medication Review –dose/schedule adjusted
Diversion therapy implemented
Sturdy chairs for sitting in
Assistive devices are accessible
Bedside commodes in place
Trapeze / bed poles available
Floor mat
Bed against wall
Bed rail(specify # & type)
Elbow/knee pads tried/implemented
Behaviour mapping completed
External referrals made (OT/PT etc)
Music Therapy tried
Anti-glide chair pad.
Bed Wedges
Alarmed seatbelt
Foam perimeter mattress
Date completed

APPENDICIES

Reprinted with permission from Caressant Care.
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Date
Tried

Effective

Non
Effective

Staff
Initials
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Appendix Q: Example: Siderail and Alternative
Equipment Intervention Decision Tree
No

Is resident able to
make decisions?

Proceed to assessment of
risk of falling from bed

Is resident immobile (no self-initiated
bed mobility or transferring?)

Does resident prefer two
full or ¾, or four ½ SRs?

No

No

Does resident have the potential
to improve transferring skills?

No

Can resident get in and out of
bed without human assistance?

Yes

Yes
Is resident willing to
change to ½ or ¼ SRs or
use a transfer bar?

Does resident lean to
side of bed, side of
SR, or both?

Yes
No

Does resident attempt to get out of
bed unsafely (climbs over or around
SR or foot of bed?

Does resident need mechanical assistance
(device) to promote safe transferring?
No

Yes

Refer to team for
removal of SRs

Refer to team for ½ or ¼
SRs or transfer bar

Refer to team for one or more interventions:
• low (14”-20” above floor) or very low-height (7”-13”above floor)
• mat(s) at side of bed
• body-length or other pillows
• motion-sensor light
• bed alarm

Would an adjustment in bed
height facilitate transferring?

Yes

Yes

Refer to team for
removal of SRs

Has the resident rolled
out of bed

Yes

Refer to physical or occupational
therapist and consider trial of ½
or ¼ SRs or transfer bar

No

Yes

No

No

Is the resident at high risk for injury due to
severe osteoporosis or history of fracture?

Refer to team for one or more interventions:
• mattress with raised edges
• boundary reminders (body-length pillows, rolled blankets,
or “swimming noodles” under mattress edges
• ½, ¾, of full-length SRs with narrowly spaced inner bars,
fitted flush to mattress with SR pad or pillows

Yes
Refer to team for
• mat(s) at side of bed
• hip pads

Yes

Refer to team for
adjustable-height bed,
as needed
Does resident need
assistance in sitting
up in bed?

APPENDICIES

Refer to
team Refer
for removal
of SRs

No

Yes

Yes

Yes
Refer to team for bed
that allows resident to
self-adjust head of bed

*SR=side rail. “Team” refers to a decision-making person/group as specified by the institution: a multi-disciplinary restraint-reduction team,
geriatric-consultation team, rehabilitation department, nurse manager or supervisor, or a gerontologic APN.
Adapted from: Talerico, K.A. & Capezuti, E. (2001). Myths and facts about side rails. Am J Nurs, 101:43-48. Abstract available at PubMed.
Source: Talerico, K. & Capezuti, E. Myths and facts about side rails: Despite ongoing debates about safety and efficacy, side rails are still a standard
component of care in many hospital. So how do you determine their safe use? AJN: American Journal of Nursing, Volume 101, Issue 7, pp. 43-48.
Reprinted with permission from Wolters Kluwer Health
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Appendix R: Example: Personal De-escalation Plan
Personal De-escalation Plan
Patient Name:______________________________________________________________________________________
Date:_____________________________________________________________________________________________
PROBLEM BEHAVIORS: What type of behaviours are problems for you?
❑ Losing control
❑ Assaultive behaviour
❑ Restraints/Seclusion
❑ Feeling unsafe
❑ Running away
❑ Feeling suicidal
❑ Injuring yourself
❑ Suicide attempts
❑ Drug or alcohol abuse
❑ Other:_ _________________________________________________________________________________________
TRIGGERS: What type of things (triggers) make you feel unsafe or upset?
❑ Not being listened to
❑ Feeling pressured
❑ Being touched
❑ Lack of privacy
❑ People yelling
❑ Loud noises
❑ Feeling lonely
❑ Arguments
❑ Not having control
❑ Darkness
❑ Being isolated
❑ Being stared at
❑ Being teased or picked on
❑ Contact with family________________________________________________
❑ Particular time of day/ night:_ _______________________________________________________________________
❑ Particular time of year:_____________________________________________________________________________
❑ Other:_ _________________________________________________________________________________________

APPENDICIES

WARNING SIGNS: Please describe your warning signs, for Example what other people may notice when you begin
to lose control?
❑ Sweating
❑ Breathing hard
❑ Racing heart
❑ Clenching teeth
❑ Clenching fists
❑ Red faced
❑ Wringing hands
❑ Loud voice
❑ Sleeping a lot
❑ Bouncing legs
❑ Rocking
❑ Pacing
❑ Squatting
❑ Cant sit still
❑ Swearing
❑ Crying
❑ Isolating/ avoiding people
❑ Hyper
❑ Not taking care of self
❑ Hurting myself
❑ Hurting others or things
❑ Singing inappropriately
❑ Sleeping less
❑ Eating less
❑ Eating more
❑ Being rude
❑ Laughing loudly/ giddy
❑ Other:_ _________________________________________________________________________________________
INTERVENTIONS: What are some things that help to calm you down or keep you safe?
❑ Time out in your room
❑ Time out in the Quiet room ❑ Listening to music
❑ Reading a book
❑ Sitting with staff
❑ Watching TV
❑ Pacing
❑ Talking with peers
❑ Talking with staff
❑ Coloring
❑ Exercising
❑ Calling a friend (who?)
❑ Hugging a stuffed animal
❑ Writing in a journal
❑ Calling family (who?)
❑ Taking a hot shower
❑ Taking a cold shower
❑ Molding clay
❑ Blanket wraps
❑ Running cold water on hands ❑ Humor
❑ Lying down
❑ Ripping paper
❑ Screaming into pillow
❑ Using cold face cloth
❑ Using ice
❑ Punching a pillow
❑ Deep breathing exercises
❑ Having your hand held
❑ Crying
❑ Getting a hug
❑ Going for a walk
❑ Speaking with therapist
122
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INTERVENTIONS (continue):
❑ Drawing
❑ Snapping bubble wrap
❑ Being read a story
❑ Making a collage
❑ Bouncing ball in QR
❑ Being around other people
❑ Playing cards
❑ Male staff support
❑ Female staff support
❑ Video games
❑ Using the gym
❑ Doing chores/ special jobs
❑ Other:_ _________________________________________________________________________________________
What are some things that do not help you calm down or stay safe?
❑ Being alone
❑ Loud tone of voice
❑ Humor
❑ Not being listened to
❑ Having many people around me
❑ Being disrespected
❑ Peers teasing
❑ Being ignored
❑ Other:_ _________________________________________________________________________________________
STRENGTHS: What are your strengths when feeling out of control?
_________________________________________________________________________________________________
_________________________________________________________________________________________________
SKILLS: What skills do you have/ what are you good at?
_________________________________________________________________________________________________
_________________________________________________________________________________________________
OTHER:
Are you able to communicate to staff when you are having a hard time? If not, what can staff do at these moments to help??
_________________________________________________________________________________________________
_________________________________________________________________________________________________
What kinds of incentives work for you?
_________________________________________________________________________________________________
_________________________________________________________________________________________________
SPECIAL PLANS: List any special plans that help you (things you have used in the past or would like to try).
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
Date:__________ ____

Staff Signature:__________________________________

Date:__________ ____

APPENDICIES

Patient Signature:________________________________

Boston Medical Center
Intensive Residential Treatment Program
85 E. Newton St.
Boston, Ma. 02118
Reprinted with Permission from The Massachusetts Department of Mental Health.
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Appendix S: Example: Safety Plan Women’s
Program
Client/Patient
Id Label

SAFETY PLAN
WOMEN’S PROGRAM
Client/Patient Name:________________________________ Health Record #:_________________________________
(last name, first name)
Unit/Clinic/Service:________________________________________________________________________________
When I
experience…

I have these body
sensations, thoughts,
and/or feelings…

…So I do this to stay
safe and feel better

Resources

Mild Distress

Moderate Distress

APPENDICIES

Severe Distress

© Centre for Addiction and Mental Health (2008)
DISCLAIMER: This material has been prepared solely for internal use at CAMH. CAMH accepts no responsibility for use of this material by any person or
organization not associated with CAMH. No part of this document may be reproduced in any form for publication without the permission of CAMH. This is
a controlled document. Any documents appearing in paper form are not controlled and should always be checked against the electronic version prior to use.
Page 137 of 146 – Safety Plan – Women’s Program
F0458-20110419
Chart Tab: Assessments/ Plans
Reprinted with permission from the Center of Addiction and Mental Health
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Appendix T: Example: Comfort Plan Mental
Health And Addiction Program
COMFORT PLAN
❑ I developed this plan with my nurse _ _______________________________ or other provider _ ___________________________
(name of nurse)

(name of person)

ID TAG (Please do not label individuals personal copy)
I like to be called:_________________________________________________________________________________________________
My Distress Signs & Signals:
My warning signals, or things that
others might see when I am upset
or losing control are:
❑ Sweating
❑ Crying
❑ Breathing hard
❑ Yelling
❑ Hurting others
❑ Throwing objects
❑ Pacing
❑ Injuring self by
❑ Clenching teeth
❑ Not taking care of myself
❑ Running
❑ Clenching fist
❑ Swearing
❑ Not eating
❑ Over eating / binging
❑ Being rude
❑ Other ________________

Medications:
If I need or want medications
to help calm me, these would
be my preference:
_____________________
_____________________
_____________________

My Triggers or Irritants:
Some things that make me angry, very
upset or cause me to go into crisis?
❑ Being touched
❑ Security in uniform
❑ Yelling
❑ Loud noises
❑ Being restrained
❑ Being hungry
❑ Being tired
❑ Staff telling me to come back later
❑ Being called names, made fun of
❑ Being forced to do something
❑ Physical force
❑ Being isolated
❑ Being threatened
❑ Being anxious
❑ Being lonely
❑ Personal space violated
❑ Contact with person who upsets me
❑ Someone else lying about me
❑ Other ________________

Physical Contact:
I find it helpful to be
touched appropriately
when I am upset:
❑ yes
❑ no
Comments____________
___________________
I am aware that staff may
prefer not to touch me.

APPENDICIES

Seclusion & Restraints:
In extreme emergencies seclusion and/
or restraint may be used as a last resort.
In emergencies, I would find the
following helpful in trying to prevent
these from being used?
❑ Comfort or quiet room
❑ Exercise room
❑ Medications by mouth
❑ Emergency injection
❑ Other ________________
I have experienced seclusion and/or
restraint in the past. ___yes ___no

Comfort & Calming Measures:
These 5 activities that have helped me feel
better when having a hard time.
❑ Listening to music
❑ Reading a book
❑ Wrapping myself in cozy blanket
❑ Writing in a journal
❑ Watching TV
❑ Talking with staff
❑ Talking with peers on the unit
❑ Calling a friend or family member
❑ Take a shower or bath
❑ Exercise
❑ Pacing in the halls
❑ Going for a walk
❑ Drinking a beverage
❑ Eating certain food(s)
❑ Working on a craft, artwork
❑ Medication
❑ Reading religious/spiritual material
❑ Writing a letter
❑ Hugging a stuffed animal
❑ Voluntary time in quiet/comfort room
❑ Other ________________

Gender Concerns:
I am aware that gender
of staff is out of my
control, but in an
emergency I would
prefer to speak with
❑ male staff
❑ female staff
If at all possible

Reprinted with permission from St. Joseph’s Health Care Hamilton, Ontario

We Practice Trauma Informed Care
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Appendix U: Example: De-escalation Tips and
Interventions to Assist Patient to Cope
Provided by the Milwaukee County Mental Health Division
Milwaukee, WI

De-Escalation Tips
1. Always identify yourself.
2. Talk and think calm.
3. Ask patients how they are doing, or what’s going on.
4. Ask patients if they are hurt (assess for medical problems).
5. Ask patients if they were having some difficulty or what happened before they got upset.
6. Remember why the patient is in the hospital.
7.	Find a staff member that has a good rapport/relationship with the patient and have him or her talk to the patient.
Let the patent know you are there to listen.
8. Offer medication if appropriate.
9.	Help patients remember and use coping mechanisms they identified on the Patient reported Therapeutic
Interventions Survey.
10. If a patient screams and swears, reply with a calm nod, okay, don’t react.
11.	Use team or third-party approach. If patient is wearing down one staff, have another take over (10 minutes of talking
might avoid a restraint incident).
12.	Reassure patients and maintain professional boundaries (tell patients you want them to be safe, that you are here
to help them).
13. Allow quiet time for patents to respond – silent pauses are important.
APPENDICIES

14. Ask the patient if she/he would be willing, could try to talk to you (repeat requests, persistently, kindly).
15.	Respect needs to communicate in different ways (recognize possible language/ cultural differences as well as the fear,
shame, and embarrassment the patient may be experiencing).
16. Empower patients. Encourage them with every step towards calming themselves they take.
17. Make it okay to try and talk over the upsetting situation even though it may be very painful or difficult.
18. Acknowledge the significance of the situation for the patient.
19. Ask the patient how else we can help.
20. Ask the patient’s permission to share important conversations with other caretakers for on-going discussion.
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Provided by the Milwaukee County Mental Health Division
Milwaukee, WI

Interventions to Assist Patient to Cope
a. Listen to the patient’s concern even if you don’t understand.
b. Ask the patient to tell you what the problem is, and LISTEN sincerely.
c. Recognize and acknowledge the patient’s right to his/her feelings.
d. Sit down if possible (maintain safety) and invite the patient to do likewise.
e. Invite the patient to talk in a quiet room or area where there is less of an audience and less stimulation.
f.	Apologize if you did something that inadvertently upset the patent. Acknowledge feelings (not reasons) and state
that it was unintentional.
g. Let the patient suggest alternatives and choices.
h. To maintain patent and staff safety, have adequate personnel available for crisis situations.
i. Speak in a calm, even, non-threatening voice. Speak in simple, clear and concise language.
j. Use non-threatening non-verbal gestures and stance.
k. Be aware of language, hearing, and cultural difference.
l. Assure the patient that she/he is in a safe place and we are here to help.
m. Recognize your personal feelings about violence and punishment and how it affects you when a patient is violent.
n. Be aware of how other staff positively interact with angry patents and model their interventions.
Adapted from Dr. Gudeman’s interaction with patient on interventions with de-escalating patient 10/99
Reprinted with permission from the Milwaukee County Mental Health Division.
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Appendix V: Resource List of Websites

APPENDICIES

Prevention,
Assessment &
Alternative
Approaches
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Site

Website Link

BC Mental Health and Addictions Services
  • Short-Term Assessment of Risk and
Treatability (START)

http://www.bcmhas.ca/Research/Research_
START.htm

COMBI - The Centre for Outcome
Measurement in Brain Injury:
  • ABS forms & training, testing.

http://tbims.org/combi/abs/index.html

Comfort Rooms - A Preventative Tool Used
to Reduce the Use of Restraint and
Seclusion in Facilities that Serve Individuals
With Mental Illness
  • Ideas & Instructions for Implementation

http://www.omh.state.ny.us/omhweb/resources/publications/comfort_room/comfort_rooms.pdf

Consult GeriRN.org - Physical Restraints
  • Protocols and topics
  • try this issues: Avoiding Restraints in
Older Adults with Dementia

http://www.hartfordign.org/practice/consultgerirn/

Gentle Persuasive Approach Curriculum
  • Report

http://www.marep.uwaterloo.ca/research/
GPAProjectFinalReportJuly2005.pdf.pdf

Ontario Association of Non Profit Homes
and Services for Seniors(OANHSS):
Policy & Procedures Training Packages
(Examples) for:
  • Falls Prevention & Management Program
  • Responsive Behaviours
  • Minimizing Restraining and the Use of
Personal Assistance Services Devices (PASD)

http://www.oanhss.org/AM/Template.
cfm?Section=Home

Massachusetts Department of Mental
Health (DMH)
(Adult/Child/Adolescent)
  • Restraint/Seclusion Reduction Initiative
■ Age appropriate child, adolescent and
adult interview tools

http://www.mass.gov/eohhs/gov/departments/dmh/

Putting the P.I.E.C.E.STM Together
  • Framework for assessment, tools &
education

http://www.piecescanada.com/
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De-Escalation & Crisis
Management

http://store.samhsa.gov/product/SMA064055

Te Pou- The National Centre of Mental
Health Research, Information & Workforce:
  • On sensory modulation information and
prevention tools to help limit the use of
seclusion and restraint.

http://www.mhrds.govt.nz/page/398-seclusion-reduction-and-sensory-modulation

Tidal Model
  • Philosophy, framework information

http://www.tidal-model.com/

Texas Medical Foundation: TMF Health
Quality Institute (Long Term Care)

http://www.tmf.org/

Wellness Recovery Action Plan® (WRAP®)
– Mary Ellen Copeland

http://www.mentalhealthrecovery.com/
aboutwrap.php

Site

http://www.samhsa.gov/nctic/trauma.asp

Website

Chief Psychiatrist, Victoria, Australia
  • On line training resources for seclusion/
restraint, trauma informed care, leadership
& organizational change.

http://www.health.vic.gov.au/chiefpsychiatrist/creatingsafety/index.htm

CPI: Crisis, Prevention, Intervention:
  • International training organization
on best practices for safe behaviour
management that focuses on prevention
and non violent crisis intervention.

https://www.crisisprevention.com/Specialties

Site

APPENDICIES

Restraints

Substance Abuse and Mental Health Services
Administration (SAMHSA) toolkit:
  • Toolkit for training of direct-care staff of
adult clients with serious mental illness
emotional disturbances in strategies for
■ Prevention and elimination of seclusion
and restraint
■ Approach focused on consumer well-being
  • Trauma-Informed Care & Trauma Services

Website

FDA Food and Drug Administration
  • Guide to Bed Safety
  • Physical Restraint definitions

http://www.fda.gov/default.htm

Health Canada:
  • Guidance Document Adult Hospital Beds:
Patient Entrapment Hazards, Side Rail
Latching Reliability, and Other Hazards.
  • Safety Information on the Use of Waist
and Torso Patient Restraints

http://www.hc-sc.gc.ca

Psychiatric Patient Advocacy Office (PPAO)
  • Restraint, Physical, Chemical, Seclusion

http://www.sse.gov.on.ca/mohltc/ppao/en/
default.aspx
BEST PRACTICE GUIDELINES •
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The University of Iowa:
  • Resident Restraint Free Care Flyer
Legislation

APPENDICIES

Other
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Site

http://www.healthcare.uiowa.edu/igec/publications/info-connect/assets/restraint_free_
care.pdf
Website

Canadian Mental Health Association
  • Ministry of Health and Long Term Care:
■ Ontario Mental Health Act (1990)
■ Health Care Consent Act (1996)

http://www.ontario.cmha.ca/legislation.asp

College of Nurses of Ontario
  • Standard on Restraints

http://www.cno.org/

Ministry of Health and Long-Term Care
Long-Term Care Homes Act, 2010
  • Legislation regarding restraints in longterm care (MOH-LTC- Ontario, Canada)
Sections: 30-36

http://www.e-laws.gov.on.ca/html/statutes/
english/elaws_statutes_07l08_e.htm#BK38

Ministry of Health and Long-Term Care
Patient’s Restraint Minimization Act (2001)
  • Legislation regarding restraint use in
hospital and facilities (Ministry of Health
and Long Term Care [MOH-LTC] –
Ontario, Canada)

http://www.e-laws.gov.on.ca/html/source/
statutes/english/2001/elaws_src_s01016_e.
htm

Site

Website

Advancing Excellence in Americas
Nursing Homes
  • Quality Improvement Resources – Tools
Tracking the Use of Restraints

http://www.nhqualitycampaign.org/

National Association of State Mental Health
Program Directors (NASMHD)
  • United States of America (USA) organization representing 50 states, 4 territories,
and the District of Columbia providing:
■ Policy, publications and links to Mental
Health agencies.
■ Tools: Six Core Strategies© to reduce
the use of seclusion and restraint
planning tool
■ White Papers: Restraint and Seclusion:
A Risk Management Guide

http://www.nasmhpd.org/publicationsOTA.
cfm

Hogg Foundation for Mental Health
  • Advances mental health wellness for
Texas, USA
■ Resource Library includes Debriefing
and Seclusion and Restraint Tools,
References and Training presentations

http://www.hogg.utexas.edu/index.php
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Section II: Choose either a) ‘Assessment Record-Mechanical Restraints’ or b) ‘Assessment Record- Seclusion’
1) Use either of these forms for ongoing monitoring and care provided during mechanical restraint or seclusion.
2) Time frames for entry on each form:
		 a) On the mechanical restraint form each block represents a 30 minute timeframe.
		 b) On the seclusion form each block represents a 15 minute timeframe.
3) The clock symbol indicates the nurse must provide mandatory care and initial.
4) If emergency chemical restraint (CR) is administered to a patient while in mechanical restraints or seclusion, record this in both Section I and Section II.

Section I: Initiation Assessment or Re-Order Assessment
1) Complete when initiating or re-ordering chemical restraint, seclusion, and/or mechanical restraint.
2) The nurse completes this section and signs the form at the bottom of the page.
3) The nurse also initials and dates any documentation done in the Communication section (on the lower right).
4) If any communication (as specified) is done within a 12 hour time frame after Section 1 is completed, it must be added to the Communication section.
5) Any additions to the Communication section should be initialed with date and time of entry.

Requirements for Emergency Seclusion and Restraint Usage
1) A physician’s order is needed for emergency restraint.
2) If a physician is not available in an emergency:
		 a) An RN obtains a telephone order immediately following the use of emergency mechanical restraint or seclusion.
		 b) A physician must assess the client/patient within 2 hours after the use of restraint and co-sign the order.
3) An order for mechanical restraint or seclusion must not exceed 12 hours.
4) If needed, mechanical restraint or seclusion must be reordered every 12 hours following face-to-face assessment by a physician.
5) The restrained client/patient must be asked if s/he would like a PPAO advocate contacted. Once consent is obtained call PPAO @ 416-535-8501, x 3099.
6) The nurse must complete Sections I and II of the 12-Hour Emergency Use of Chemical Restraint, Seclusion & Mechanical Restraint Record.

Complete when emergency chemical restraints, seclusion, and/or mechanical restraints are used
Please consult the following CAMH policy: Emergency Use of Chemical Restraint, Seclusion and Mechanical Restraint Policy

SECLUSION & MECHANICAL RESTRAINT RECORD

12 -HOUR EMERGENCY USE OF CHEMICAL RESTRAINT,

Appendix W: Example: Observation and Documentation
Record: 12-Hour Emergency Use of Chemical Restraint,
Seclusion & Mechanical Restraint Record
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This page not to be filed in client/
patient health record.

DISCLAIMER: This material has been prepared solely for internal use at CAMH. CAMH accepts no responsibility for use of this

material by any person or organization not associated with CAMH. No part of this document may be reproduced in any form

for publication without the permission of CAMH. This is a controlled document. Any documents appearing in paper form are

not controlled and should always be checked against the electronic version prior to use.

Instruction page - Restraint Record

© Centre for Addiction and Mental Health (2009) Adapted from The Ottawa Hospital (2003) and Trillium Health Centre (2006)

Forms to Be Used: (Effective June 2009/ Updated January 2010) Physicians’ Orders Form; Medication Administration Record; 12-Hour Emergency Use of
Chemical Restraint, Seclusion & Mechanical Restraint Record; Physical Monitoring Vital Signs & Intake/Output.

Electronic Tools to be used in addition to Progress Notes for Emergency Use of Restraints: All chemical restraint, seclusion, and mechanical restraint
episodes must be entered in the Restraint Events Tool on TREAT on initiation and when discontinued.

5) All status changes and/or significant findings require a corresponding progress note. Place an asterisk (*) beside any item for which you have written a
progress note.
6) The ‘assigned nurse’ is the nurse assigned to care for the patient or the covering nurse (e.g. covering breaks). The assigned nurse is accountable for
reviewing and ensuring that standards of care are met. This includes assessments, monitoring, the use of alternatives and other policy requirements. S/
He continues to have this accountability even if some aspects of care are assigned to other team members (who initial in boxes to indicate care and/or
observations). The assigned nurse initials a minimum of once every 3 hours in the box to indicate accountability.
7) Notes:
		 a) Typically, after two hours, a release trial (RT) should be considered successful and seclusion/mechanical restraint should be discontinued.
		 b) Enter initials for face to face continuous observation to indicate ongoing monitoring. You must initial a minimum of once every hour.

APPENDICIES
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❑ Ask HALT (hungry,
angry, lonely, tired)
❑ Music
❑ Pain management
❑ Support/reassurance
❑ Separate from situation
❑ Other_______________
______________________
______________________
PRN Medication (consent
required)

APPENDICIES

❑ 1:1 Engagement
❑ Exercise
❑ Family/friends
❑ OT/PT/SW/RT/BT
involvement
❑ Peer Support Worker
❑ Spiritual Care
❑ Assess for linguistic and
cognitive communication,
hearing and visual
difficulties

ALTERNATIVES & INTERVENTIONS ATTEMPTED
❑ Toward Self *
Describe: ______________
______________________
______________________
______________________
❑ Toward Other(s)*
Describe: ______________
______________________
______________________
______________________

BEHAVIOUR(S) OBSERVED
AND IMMINENT RISK OF
SERIOUS BODILY HARM

Check all boxes that apply. Place an asterisk (*) for items that have a corresponding progress note.

❑ Entry on TREAT
Restraint Events Tool

(dd/mm/yyyy – 24 hr)

(dd/mm/yyyy – 24 hr)

______________________
Date/Time Given

(last name, first name)

❑ CR Episode # 3 (TREAT)
______________________
Physician Name

(dd/mm/yyyy – 24 hr)

______________________
Date/Time Given

(last name, first name)

(last name, first name)

❑ Chemical – stat medication
❑ Seclusion (SR)
❑ Mechanical
Restraint (MR)
# of points
Date/Time Initiated
______________________

SUBSEQUENT
❑ CR Episode # 2 (TREAT)
______________________
Physician Name

PHYSICIAN’S
ORDER
Physician Name
______________________

SECTION I: INITIATION ASSESSMENT OR RE-ORDER ASSESSMENT

Client/Patient Name:_____________________________ Health Record #:_____________________________ Unit/Clinic/Service:__________________
(last name, first name)

12 -HOUR EMERGENCY USE OF CHEMICAL RESTRAINT, SECLUSION & MECHANICAL RESTRAINT RECORD

Client/Patient
Id Label

Promoting Safety: Alternative Approaches to the Use of Restraints
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______________________________
Signature

_____________________________
Print Name and Credentials

Chart Tab: Assessments/Plans

F0475-20111110
© 2009 CAMH, *see disclaimer on instruction page

Date: ______________________________
(dd/mm/yy)

Page 1 of 3 Restraint Record

____________________________________________________________

❑ Family/SDM/Other notified with client’s consent*
(Date/Time/Initial)___________________________________________
❑ PPAO notified with client’s consent*
(Date/Time/Initial) ___________________________________________
❑ Client declined PPAO notification
(Date/Time/Initial) ___________________________________________
❑ eIPCC updated
(Date/Time /Initial) __________________________________________
Comments (include date/time initial):
____________________________________________________________

COMMUNICATION *document
communication details in Progress Notes

Nurse Completeing Section I at initiation (others to intiate/date data entered after initiation and print name at end of Section II)

Trauma Considerations:

Significant medical problems, physical disabilities, pain
__________________________________________________________
Difficulty breathing (Y*/N) ____
Breathing complaint (Y*/N) ____
Observable skin color change (Y*/N) ____
Skin condition (e.g., warm, dry, clammy) ____
Injury due to CR/SR/MR (Y*/N) ____
Bleeding (Y*/N) ____ Cuts (Y*/N) ____
Scratches (Y*/N) ____ Bruises (Y*/N) ____
Other (Y*/N) ____
Describe emotional state:______________________________________

HEALTH STATUS AT INITIATION /
APPLICATION / RE-ORDER

APPENDICIES

Promoting Safety: Alternative Approaches to the Use of Restraints

BEST PRACTICE GUIDELINES •



Assigned Nurse Initial

Observing Staff Initial





















Food/fluids offered /mouth care q2hrs



















Initial in appropriate boxes to indicate “in progress” or “completed”. Each box represents approximately 30 minutes.



























































































































 = reminder of mandatory care and need for initials; F-F = face-to-face continuous observation.

Use an asterisk (*) to flag all status changes/significant findings and to indicate corresponding narrative in progress notes.







Circulation/skin q30min

APPENDICIES

Toileting q2hr /PRN














Vital signs q1hr

Ambulation q8hr

Limbs release/ reposition/ROM q1hr

F-F monitoring in progress

B. Alternatives/ interventions

A. Behaviours Observed

TIME
30 min. intervals

Date: ________________
(dd/mm/yy)

SECTION II: Assessment Record - Mechanics restraints

Client/Patient Name:________________________________ Health Record #:_________________________________
(last name, first name)

12 -HOUR EMERGENCY USE OF CHEMICAL RESTRAINT, SECLUSION & MECHANICAL RESTRAINT RECORD

Client/Patient
Id Label
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Initials

Print Name/Designation

Initials

Initials

© 2009 CAMH, *see disclaimer on instruction page

Chart Tab: Assessments/Plans

F0475-20111110

Page 2 of 3 Restraint Record

Print Name/Designation

a. 1:1 Engagement
b. Attempted to d/c restraint*
c. Breathing exercises
d. De-escalation techniques
e. Diversional activities
f. Family/friends present
g. Medication review
h. Orientation x 3
i. OT/PT/BT/SW
j. Pain management
k. PRN Rx (with consent)
l. Sensory interventions
m. Support/reassurance
n. Other_____________
o. Adjust MR straps*
p. Decrease points* (min 3 points)
q. Increase points*
r. Chemical restraint* (pg 1)
s. Release trial
t. Discontinue restraint* (TREAT)

1. Agitation
2. Combative
3. Disorientation/confusion
4. Unable to follow instructions
5. Asleep
6. Quiet/cooperative
7. Other*________

Print Name/Designation

B. Alternatives or Interventions Implemented
(record 1 to 3 primary alternatives or interventions above)
Restraint Interventions:

A. Behaviours Observed
(record 1 to 3 prominent behaviours above)
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Assigned Staff

Observation Staff

















Toileting q2h /PRN

















Initials
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Foods / Fluids q2h

B. Alternatives/ interventions

A. Behaviours Observed

TIME

Assigned Staff

Observation Staff













Toileting q2h /PRN











Foods / Fluids q2h



















































Each box represents approximately 15 minutes  = reminder of mandatory care and need for initials;

Use an asterisk (*) to flag all status changes/significant findings and to indicate corresponding narrative in progress notes.

Initial in appropriate boxes to indicate “in progress” or “completed”.
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Initials

B. Alternatives/ interventions

A. Behaviours Observed

TIME
(15 min. intervals)

Date: ________________
(dd/mm/yy)

SECTION II: Assessment Record - Seclusion

Client/Patient Name:________________________________ Health Record #:_________________________________
(last name, first name)

12 -HOUR EMERGENCY USE OF CHEMICAL RESTRAINT, SECLUSION & MECHANICAL RESTRAINT RECORD

Client/Patient
Id Label

Promoting Safety: Alternative Approaches to the Use of Restraints
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Initials

Print Name/Designation

Initials

Initials

© 2009 CAMH, *see disclaimer on instruction page

Chart Tab: Assessments/Plans

F0475-20111110

Page 3 of 3 Restraint Record

Print Name/Designation

B. Alternatives or Interventions Implemented
(record 1 to 3 primary alternatives or interventions above)
Restraint Interventions:
a. 1:1 Engagement
b. Attempted to d/c restraint*
c. Breathing exercises
d. De-escalation techniques
e. Diversional activities
f. Family/friends present
g. Medication review
h. Orientation x 3
i. OT/PT/BT/SW
j. Pain management
k. PRN Rx (with consent)
l. Sensory interventions
m. Support/reassurance
n. Other_____________
o. Adjust MR straps*
p. Decrease points* (min 3 points)
q. Increase points*
r. Chemical restraint* (pg 1)
s. Release trial
t. Discontinue restraint* (TREAT)

All reproductions contain the notice: “The copyright for this document/form belong to the Centre for Addiction and Mental Health (CAMH), Toronto, Ontario

Print Name/Designation

A. Behaviours Observed
(record 1 to 3 prominent behaviours above)
1. Agitation
2. Combative
3. Disorientation/confusion
4. Unable to follow instructions
5. Asleep
6. Quiet/cooperative
7. Other*________
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Promoting Safety: Alternative Approaches to the Use of Restraints

Promoting Safety: Alternative Approaches to the Use of Restraints

Appendix X: Example: Debriefing Form:
Patient Debriefing Tool following Restraint/
Seclusion
Provided by Stone Institute of Psychiatry
Northwestern Memorial Hospital
Chicago, IL

Patient Debriefing Tool
Following Restraint/ Seclusion
(to be completed within 4-24 hours after release from restraint/ seclusion (r/s) by assigned RN)
1. Is there anything staff could have done to assist you with regaining control prior to going into R/S?
2.	Were you attempting to give others cues that you were in need of special assistance or beginning to feel
“out of control”?
3. Do you know why staff determined that you needed to be in seclusion and/or restraints?
4.	In your estimation, was the length of time spent in R/S appropriate? Yes No (circle one)
Do you think you could have returned to the unit sooner? Yes No (circle one)
5. You were in restraint/ seclusion for ____ hours. How did that time pass for you?
6.	How do you feel regarding the care that was provided to you?
Were your needs met?
		
Yes No (circle one)
Were you treated with respect?
		
Yes No (circle one)
Was your privacy maintained?
		
Yes No (circle one)
7.	What was the most helpful regarding the intervention?
What was the least helpful?
8.	How could we have made re-entry (your return to the unit, group, your peers) easier for you?
APPENDICIES

Used with permission, Northwestern Memorial ® Hospital
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Appendix Y: Example: Organization Audit
Form: Least Restraint Last Resort (LRLR)
Program: Unit-based Data Collection Form
for the Least Restraint Last Resort (LRLR)
Program Adherence
Data Collectors: ___________________  Unit:                Sample Size:                      Total beds/unit:               Date:

APPENDICIES

INDICATORS:
Unique 1
2
3
4
5
6
Complete on all inpatients who meet the criteria for the LRLR program Physical/Environmental Restraints
1. Is the patient behaviour documented
on LRLR Nursing Documentation
Form (or unit-specific)?
2. Are interventions documented that
addressed the underlying cause of the
behaviour (LRLR Nursing documentation form or inter-professional notes)
3. Are alternatives /interventions
documented prior to implementing
a restraint?
4. Is there an order documented?
(Physician’s Order form)
5. Is the order specific to restraint type
and duration? (Physician’s Order or
LRLR form)
6. Is there an order for a physical
restraint q24 hours if necessary?
7. Is there consent of the patient or
notification of the family/SDM
within 12 hours noted?
8. Are the initial monitoring requirements clearly outlined in the chart?
Q15min, q1h, q2h?
9. Is the release q2h noted with
interventions attempted?
10.

7

8

9

10

Totals
+
-

Results
+ =%
+&-

Page 1 of 5
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Section A
Unit: _______________ Unit Census: _______________ Data Collectors: _______________ 2. _______________
Locked Unit Y ❑ N ❑ Program/Portfolio:__________________________ Civic ❑; General ❑; HI ❑; TRC ❑
Section B
I. COMPLETE FOR ALL PATIENTS: Demographics

Patient 1

Patient 3

Patient 3

Patient 4

Patient 5

a) Patient room number
b) Age
c) Gender: indicate Male (M) or Female (F)
d) Service (use key Code A #)
2. COMPLETE FOR ALL PATIENTS: Fall Risk Assessment
a) Has the patient been screened for falls (Fall Risk
Profile or unit specific protocol completed-ICU/HI)?
(Y or N)
b) Are Universal Fall Interventions documented? (Y or N)
c) Are “Individualized Fall Interventions” documented?
(Y or N)
3. COMPLETE FOR ALL PATIENTS: Least Restraint Assessment
a) Is there a physical &/or chemical restraint order?
(Y or N)
b) R
 estraint type ordered- Chemical (C), Physical (P),
Both (B), or N/A if you answered “no” to 3a) and go
to “Section C”
4. Chart Review for Patients with Physical/Environmental Restraint (if no, go to question 5)
a) Is there an order Physician order form? (Y or N)
b) Is the order described on the LRLR Record? (Y or N)
c) Was there a PRN order? (Y or N)
APPENDICIES

d) I s discussion of consent documented?
(Y, N, or F*) (either accepted or refused)
*F= patients formed under MHA
e) Assessment & behaviour documented (select Code B#)
f) Alternatives/ Interventions attempted & documented
(select Code C#)
g) Order specific to restraint device? (Y or N)
h) Is the order implemented? (Y or N)
i) Type of physical restraint device (select Code D #)
j) Patient monitored as per protocol? (Y or N)
k) For continued restraint use, is there evidence of a new
order q24 hrs. (Y, N, or N/A)
Page 2 of 5
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5. Chart Review for Patients with Chemical Restraint (if no, go to Section C)
a) Type of chemical restraint (select Code E#)
b) Was the chemical restraint ordered PRN? (Y or N)
c) Is discussion of consent documented? (Y, N, or F*)
(either accepted or refused)
*F= patients formed under MHA
d) Assessment & behaviour documented (select Code B#)
e) Alternatives/ Interventions attempted & documented
(select Code C#)
f) Is the order implemented? (Y or N)
Section C: Walk Through: Observation of All Patients as per Code D & Universal Fall Risk Interventions Sheet
a) Physical/ environmental restraint observed on patient
(Y or N) if no, end here.
b) If yes, identify type (Code D #)
c) Is there proper application of the restraint? (Y or N)
d) Are 3 or more Universal Fall Risk Interventions in
place? (Y or N)

APPENDICIES

Comments
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KEY CODES Code A: Service Code
Service

Service Code

Numeric Code

Bone Marrow Transplant

BMT

1.

Cardiac Care (Cardiology, Cardiac Surgery, and Coronary Care)

CAR, CSG (HI only),
CCH is coronary care

2.

Dermatology

DER

3.

Family Medicine & General Practice

FAM

4.

General Surgery

GSA, GSB, GSC, GSU

5.

Geriatrics/GAU

GER

6.

Gynaecology/obstetrics

GYN

7.

Haematology

HEM

8.

Intensive Care – critical care

ICU

9.

General Medicine (Metabolism, Allergy, Gastroenterology,
Rheumatology, Nephrology)

ME, MEA, MEB, MEC,
MEO, NEP, GI

10.

Neurosciences

NLA, NLB, NRL NRS

11.

Oncology (Gyn.-Oncology, Medical Oncology, and Radiation Oncology) G/O, ONC, RAD

12.

Orthopaedics

ORT

13.

Perinatology (antepartum)

PER

14.

Psychiatry

PSY

15.

Short Term Rehab (Civic)

REH

16.
17.

LCM: Ward A

NMS: Ward B

NCS: Ward C

Surgery (Ophthalmology, Otolaryngolgy, Dental, Anaesthesia, Plastic
Surgery, Urology)

DEN, EST, OPH, ENT,
PLA, URO

18.

Thoracic Surgery

THO

19.

Trauma

TRA

20.

Vascular

VAS

21.

Palliative Care
(Queensway-Carleton only)

PAL

22.

Patients in emergency awaiting beds- with no admission service codes yet ER

23.

Respirology

RES

24.

ALC/ APU

ACS, ACM

25.

Other -gyne

APPENDICIES

Long Term Rehab: TRC New Streams:
• LCM: Locomotor Stream previously grouped as
“MRS (Musculoskeletal) & RSP (Respiratory)”
• NMS: Neuromuscular Stream previously grouped as
“NSP (Neurospinal) & STR (Stroke)”
• NCS: Neurocognitive stream previously grouped as
“ABI (Aquired Brain Injury) & BRS
(Behavioural Rehab Service)

26.
Page 4 of 5
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KEY CODES
Code B: Reason for restraint use:

Code C: Alternatives & Interventions attempted:

(May choose more than one)

(May choose more than one)

1.

Agitation

1.

Occupational / Physio Therapist

2.

Impaired mobility

2.

Regular toileting

3.

Unable to follow instructions

3.

Observation (e.g., q 1h or q2 h)

4.

Disorientation/ confusion

4.

Family at bedside

5.

Movement disorder

5.

Diversional activities

6.

Memory deficit

6.

Sensory aids

7.

Combative

7.

Explain procedure/ treatment

8.

Pulling out tubes/drains

8.

Sitter at bedside

9.

Other: specify in comments*

9.

Orientation/ reassurance

10. Family request

10. Pain management

11. No reason given

11 Medication review

APPENDICIES

12 Room change
Code D: Type of Physical Restraint:

13 Increase mobility / ADLs

(May chose more than one)

14 Positioning

1.

Mitts

15. Nourishment

2.

Wheel chair belts

16. Family request

3.

Soft waist belts

17. Other: specify in comments*

4.

Pelvic support

18. De-escalating

5.

Limb holder (wrist/ ankle)

6.

4 or 5 point restraint

19. Alternatives (e.g. arm splint, Poseyfloor mat, bed alarm, or
safe wandering device, etc.)

7.

Other: specify in comments*
(Include homemade, sheets, etc)

20. No alternatives documented
Code E: see list: Type of Chemical Restraint

8.

Bed rails with intent to restrain

1.

Anxiolytic (ie Ativan, valium, Lorazepam, etc)

9.

Geri chair with lap tray

2.

Antipsychotic (Haldol, mellaril, respiradone, etc.)

All requests received by RNAO for permission to use or adapt the Appendix: “The Ottawa Hospital Organizational Audit Form” must be directed
to the Ottawa Hospital, Department of Nursing Professional Practice for permission”
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