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Physical Restraint

“Definition:
any physical or mechanical device attached or adjacent to a
patient’s body
...... that he/she cannot easily remove,

...... which restricts freedom of movement or normal
access to one’s body




LEGISLATION
and
GUIDELINES




r Search laws :
= Topics +

HOME PAGE LAWS PATIENT RESTRAINTS MINIMIZATION ACT, 2001, 5.0. 2001, C. 16

Patient Restraints Minimization Act, 2001, S.0. 2001, c. 16

Versions

current June 29, 2001 — (e-Laws currency date)

Patient Restraints Minimization Act, 2001

5.0.2001, CHAPTER 16

Physical restraint can be applied to prevent serious bodily harm
Hospitals must have a policy
The policy must encourage alternative methods
Staff should receive training on alternative methods
Only a physician or person specified by regulation can order
Standing orders are prohibited
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Clinical practice guidelines for the maintenance of patient physical
safety in the intensive care unit: Use of restraining therapies—
American College of Critical Care Medicine Task Force 2001-2002

Recommendations: Level of Evidence C

= |east restrictive but safest environment

= maintain dignity and comfort

= only in clinically appropriate situations: NOT as routine component
= risk of untoward treatment interference MUST outweigh all risk

= assess if treatment of existing problem obviates need

= alternatives should be considered

= |east invasive restraining option

= rationale must be documented

= orders limited to 24-hr period

= potential to discontinue/reduce considered at least every 8 hrs

= monitor for complications at least every 4 hrs

= analgesics, sedatives, neuroleptics NOT overused as chemical restraint







International physical restraint use

= France (De Jonghe et al. 2013)
= 82% of 130 ICUs: PR used at least once during MV
" 62% of ICUs: PR when applied used for >50% of MV duration
= 29% of ICUs: PR used in >50% of awake, calm and cooperative patients

= US vs Norway (Martin et al 2005)
= Norway: 0% though higher acuity, more sedated
= higher N:P ratio (1:1 for ventilated patients)
= US: 39% - Unplanned device removal: 7 US vs 0 Norway

Physical restraint use in intensive care units across
Europe: The PRICE StUdy Intensive and Critical Care Nursing (2010) 26, 241245

Julie Benbenbishty ** Sheila Adam®, Ruth Endacott®’

= Prospective point prevalence survey
= 34 ICUs, 9 countries, 669 patients
= PR prevalence in individual ICUs: 0 to 100%

= Overall 33% patients restrained
= More likely to be MV, sedated, larger ICUs, lower daytime N:P ratio




In CANADA

= |-CAN-SLEAP

= 51 ICUs across Canada - observational study
= 374/711 (53%) patients restrained

" The SLEAP trial
= 16 tertiary ICUs — 14 Canada/ 2 US
= protocolized sedation plus daily sedation
interruption vs protocolized sedation alone
= 328/430 (76%) patients had restraints applied at
least once during ICU admission

Luk et al. Crit Care 2014
Mehta et al. JAMA 2012




(-
O
(Vp)
. -
O
)

O

S
Q
. -

ol

Q
(Vp)
>
=
=
(O
. -
=
(0p)
Q
. -




Predictors of physical restraint use in Canadian
Intensive care units Critical Care 2014, 18:R46

Elena Luk'™", Barbara Sneyers®", Louise Rose', Marc M Perreault’, David R Williamson®, Sangeeta Mehta®,
Deborah J Cook?, Stephanie C Lapinsky® and Lisa Burry®

|-CAN-SLEAP: 51 1CUs:711 patients 53% restrained
= mean 4.1 days (SD 4.0), range 1-26 days

Restraint use

T daily benzodiazepine dose 1.1 1.0-1.1

T daily opioid dose 1.1 1.0-1.1

Antipsychotic use 3.1 1.7-5.5

SAS >4 3.7 1.5-9.3

Both continuous & bolus sedatives 2.7 1.4-54

University-affiliated ICUs 0.3 0.2-0.6
More days of PR

T benzo dose, daily sedation interruption, antipsychotic drugs, accidental device removal

Patient characteristics NOT associated with PR use
age, gender, APACHE Il, admission diagnosis, substance use, psychiatric diagnosis




Prevalence, risk factors, and outcomes associated with physical restraint
use in mechanically ventilated adults™ %

Joumal of Critical Care 31 (2018) 31-35

Secondary analysis of SLEAP trial 328 (76%) patients restrained

Univariate
HR 95% CI

Multivariable
HR 95% ClI

Age, 10 yr increments
Males
Admission category

medical

surgical/trauma
APACHE Il score, 5 point increments
Current smoker
History of alcohol use (22 drinks per day)
History of any neurological condition
History of psychiatric condition
Sepsis
Randomization group

protocol only

daily interruption

1.06 (0.93, 1.21)
1.07 (0.76, 1.49)

1
1.39 (1.02, 1.90)
0.83 (0.70, 0.99)
1.64 (0.99, 2.71)
0.27 (0.10, 0.76)
1.71 (1.08, 2.72)
1.47 (1.11, 2.00)
0.70 (0.42, 1.16)

1
0.78 (0.52, 1.17)

1.01 (1.00, 1.03)
1.49 (0.71, 3.13)

1
1.46 (0.80, 2.67)
1.02 (0.99, 1.06)
1.86 (0.92, 3.75)
0.22 (0.08, 0.58)
0.63 (0.37, 1.08)
1.04 (0.60, 1.78)
0.76 (0.20, 2.84)

1
0.49 (0.22, 1.06)

Total benzodiazepine dose before restraint

Total opioid dose before restraint
Unplanned extubation/Device removal
before restraint

Antipsychotic before restraint
Delirium before restraint

1.00 (1.00, 1.00)

1.00 (1.00, 1.00)
3.92 (0.48, 32.04)

0.69 (0.42, 1.13)
1.62 (0.97, 2.69)

1.00 (1.00, 1.01)

1.00 (1.00, 1.00)
4.04 (0.29, 56.16)

1.22 (0.49, 3.05)
1.42 (0.59, 3.39)
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Critical care nurses’ decisions regarding physical
restraints in two Canadian ICUs: A prospective
observational study Cumadian Journalof Critical Care Nursing, 26(4), 16-22

By Evesa Lok, BScNi{Hons), BN, CNCCIC), MN (stupsst), Lisa Buesy, PraemD, SHacuayesy Rerae, MDD, SancEeTa
MenTa, MD, anp Lomse Rose, Pul), RN

141 patients in 2 ICUs Average duration of PR
Prospective observational study 1.8 (1.0) days

VAL Forpmon reason for PR Behaviours indicative of agitation
) Agltatlo-n 43% ‘ * Pulling at lines 34%

* Precautionary 17% « Pulling at ETT 32%
PRRestiessness iz * Climbing over bedrails 12%

e Altered mentation 7% e Thrashing 11%
e Striking staff 10%

Alternative measures used
* Reorientation 27%

* Sedation 21% Reasons for discontinuation

* Causes 20% - * Calm & cooperative 75%

* Analgesia 18% * Family/friend at bedside 7%
* Family/friends 10% * Unrousable/sedated 7%

* Antipsychotics 2%




Physical restraint: experiences,
attitudes and opinions of adult

INtensive care Uunit NUIrsSes e:wissii asodsion of Critcal e Nurses o 6121 1o
Samantha Freeman, Christine Hallett and Gretl McHugh

2 ICUs in Northwest England: 75 nurse participants
Postal questionnaire

AGREE DISAGREE
By using PR, sedation can be { more safely 58% 15%
Preferable to use PR than to T sedatives 52% 16%
Use of PR allows for other duties to be completed 36% 51%
Getting a colleague to hold pt’s hand is preferable to PR 47% 23%
Families do not appear to mind PR as know for pt safety 77% 0%

| do not believe in the use of PR in the ICU 0% 89%




Consequences
associated with

physical restraint




PATIENT
INITIATED DEVICE
REMOVAL




Unplanned Endotracheal Extubations in the Intensive
Care Unit: Systematic Review, Critical Appraisal, and

Evidence-Based Recommendations ... e 2012:414:100314)
Paulo Sergio Lucas da Silva, MD, MSc,* and Marcelo Cunio Machado Fonseca, MD, MSc+

Identified 50 studies
1950 to 2011

Identified 17 studies
reporting on PR

—

—

Unplanned extubation rates
0.5 to 35.8/100 ventilated patients
0.1 to 4.2/100 intubated days

% restrained at time of unplanned
extubation
25% to 87%
median 67% IQR 42% to 74%




Ph}?sical restraint in the ICU:

does it prevent device removal?

A. PERREN !, D. CORBELLAZ E. IAPICHINO 3, V. DI BERNARDO 4
A. LEONARDI Y, R. DI NICOLANTONIO 4, C. BUSCHBECK!
L. BOEGLIS, A. PAGNAMENTA 5, R, MALACRIDA &

(Minerva Anestesiol 2015:81:1086-95)

3,256 nursing shifts
120 patients

371 (43%) nursing shifts
int (Posey vest) on 521 (16%) shifts

3 ICUs ever restrained
Total 19 (69%) 27 (31%)
Self extubation ‘ / 10 2
CVP removal 5 0
NG removal 44 AEs occurred when patients had SAS of 1-4
Peripheral/arterial line removal 7
Drain 5 4

26 AEs occurred during PR and 60 when PR not applied (P<0.02)
Concluded PR had a protective effect against any AE
(OR=0.27; C1 0.15-0.49) AND major AE (OR=0.04; Cl 0.01-0.37)




PSYCHOLOGICAL
CONSEQUENCES




BAJCC

Psychological sequelae following ICU
admission at a level 1 academic South
African hospital Cindy Hatchett, RN, RM, NEd, ChN, BACur, BA (Hous) Psych, MS¢ (Nursing)

Gayle Langley, MSc (Nursing), MPhil, PhD
Shelley Schmollgrubar, CCRN, BENurs, MSc (Nursing)

W oveam bar 2010, Val, 26, Ho . 2

Single centre: 98 patients
Measured anxiety, depression and PTS symptoms in
outpatient clinic after hospital discharge

Findings. Just under half the eample population (48%) had symptome of anxiety, more than a quarter had

symptome of depression (28%), and 32% had eymptoms of PT8. Furthermore, it was elicited that 58% of the

i

sample had combined anxiety and depressive symptome severe enough to have a “poasible clinical disordar’. An
unexpectad finding of this study wae that patiente who had memaory of phyeical restraints in the ICU were six

timee maore likely to develop eymptoms of PTS than thoee with no memory of phyeical regtraint.

24% of participants had memory of physical restraint
PR memory was associated with PTS symptoms:
OR 6.0595% Cl 2.23 to 16.23




Prevalence, Risk Factors, and Outcomes of
Delirium in Mechanically Ventilated Adults®

SLEAP Investigators (Crit Care Med 2015; 43:557-566)
TABLE 2. Variables Associated With Delirium, Multivariate Analysis (226 Delirium vs
163 No Delirium)

Variable Hazard Ratio a5% Cl
Age (yr)
=40 eterence Severity of illness
41-65 0.82 .
5680 0o Hx smoking
>80 085 Antipsychotic before delirium
Acute Physiology and Chronic Health Evaluation |
<18 Reference Reference
19-24 0.54 063, 1.42
24-29 0.58 0.63, 1.55
=29 0.54 0.38, 1.09
Tobacco 1.40 0.96, 2.06
Alcohol (two or more drinks per day) 1.18 069, 1.99
MNeurologic condition® 0.86 0.52, 1.41
Cardiac disease® 1.33 064, 2.76
Randomization group® 0.94 0.68, 1.29
Coma? 0.55 0.25, 1.22
Eenal replacement 1.05 063, 1,73
Physical restraint® 1.87 1.33, 263
lotal midazolam (1 mg increase)' [NR2IETS DY 1.0
Total fentanyl (0.1 mg increase)? 1.0 1.0, 1.0

Antipsychotic use in ICU 1.67 1.01, 277
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Clinical practice guidelines for the maintenance of patient physical
safety in the intensive care unit: Use of restraining therapies—
American College of Critical Care Medicine Task Force 2001-2002

Alter environmental stimuli
Keep objects necessary for
daily living close at hand

Decrease bed rail use if pt
climbing over them

Use more frequent or
constant supervision

Increase caregiver
supervision ratio

Use one-to one supervision

Manage pain, hypoxemia,
evaluate ventilator settings

Maximize activities of daily
living
Eliminate bothersome

treatments

Remove catheters

Review medications for
contributors to delirium or
anxiety

Encourage physical exertion,
exercise, mobility

Maximize communication

Provide communication aids

Provide reality links &

reorientation cues

Involve pt in care planning

Use anxiety reduction
techniques

Involve family & others




CLINICAL DecisioN By Babar A. Khan, MD, Ms, Enrique Calvo-Ayala, MD, Noll Campbell, PharmD,
SUPPORT SYSTEM AND Anthony Perkins, MS, Ruxandra lonescu, MD, Jason Tricker, ACNP, Tiffany Campbell,

BS, Mohammed Zawahiri, MD, John D. Buckley, MD, MPH, Mark O. Farber, MD,

INCIDENCE OF DELIRIUM and Malaz A. Boustani, MD, MPH

IN COGNITIVELY IMPAIRED
OLDER ADULTS TRANSFERRED
TO INTENSIVE CARE

Secondary analysis of RCT to

evaluate the effect of a CDSS

on referral to a geriatrician

and reducing exposure to:

* inappropriate
anticholinergics

e physical restraint

e urinary catheters

All patients transferred to ICU

(n =60)

AMERICAN JOURMNAL OF CRITICAL CARE, May 2013, Volume 22, No. 3

CDss Usual care

Outcome L EE])] (n=30) P

Order for consultation with a geriatrician, 33 40 .79
% of patients

Order to discontinue use of restraints,® 12 (1/8) o (o9 .47
% (No.)

Order to discontinue use of urinary 72 (1318) 76 (1317) .99
catheter? % (No.)

Order to discontinue use of anticholiner- 67 (6/9) 36 (4M11) .37
gics,® % (No.)

Incidence of delirium overall, % 27 29 .85

Incidence of delirium in the intensive care 18 12 .64
unit, %o

Length of stay in intensive care unit, 7.4 (11.3) 766} .M
mean (SD), d

Length of stay in hospital, mean (5D}, d 14.5 {13.1) 12.2 (10.3) .60

In-hospital mortality, % 7 17 A2

Survived at 30 days after discharge, % 87 83 .99

Discharged home, % 37 30 .78




A non-pharmacologic approach to decrease

restraint use

Intensive and Critical Care Mursing (2016) 34, 2027

Kari Johnson®*, Valerie Curry®”:', Alison Steubing®’,
Shelly Diana™', Andrea McCray ™', Amanda McFarren®:’,
Alisa Domb¢:'

22 bed TICU
56/77 (73%) of nurses consented
Intervention

Visual & hearing aids
Frequent communication

Power-point of non-pharmacological

Familiar objects

interventions and alternatives
Therapeutic alternative device instruction
protocol

* Handheld devices can twist & squeeze

e Activity lap belts

* Soft dolls/stuffed animals

Consistent nursing staff
TV with news/music
Day/night routine
Sleep quiet times
Frequent ambulation

Restrainks / IC1) Pt Days

0450
L 0400 1 ucL _
= 0,35 . -
Pre: mean (SD) 314 (35) FOS0 | a0 . 2o
. [ | " ’ — W . -
restraint occurrences/1000 ~ goeg 4800 Y \\'.-"». . : by 0.2383
patient days g EfEE | | " . e w1705
Post: mean (SD) 237 2 10
98 €d (S ) 3 (56) : ':'"Eu Mean rake during each period
P =0.008 0.050
0.000
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U SING A IDDECISION AMERICAN JOURNAL OF CRITICAL CARE, November 2016, Volume 25, No. 6
WHEEL TO REDUCE UISE

OF RESTRAINTS IN A

MEDICAL-SURGICAL

INTENSIVE CARE UINIT

By Stacy [Hevener, RN, MSN, CCRN, Barbara Rickabaugh, RN, MSN, NE-BC,
and Toby Marsh, RN, MSA, MSN, NEA-BC

Before/after study
32 nurses (100%)
Education and RDW
Incidence of PR
37% (before) vs 18% (after)
P=0.02

Semi-
dependent

Dependent

Constant
obsarvation

threatening
treatment
interruption

threatening
treatment
interruption

Variable 2011 3011 4011 1012 3012 4012 1013 2013

Use of restraints

Night 261 267 200 233 223 120 148 88

Day 288 281 306 252 216 119 146 106 independent
Total 549 548 506 485 439 239 204 194

Patient census 673 707 721 714 710 683 680 13
Restraintrate® % 816 775 827 679 618 350 432 272

3 The study began during third quarter of 2012 (3012) and ended during first quarter
of 2013 (1413).

B Rate of restraint use is calculated from total number of restraints in a 24-hour
period (day plus night shift) and patient census.

Independent

Alternative



Conclusions

" Physical restraint common in critically ill patients
*Most common rationale for use is safety and

prevention of device removal
" Though frequently ineffective

= Use of physical restraint lacks a scientific evidence
basis

" Physical restraint may cause harm

"Restraint minimization is possible
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patients tied down, even though they seem to be perfectly
at rest, or are even deeply comatose or even paralysed?
These authors show that 29 % of the participating ICUs
would appear to tiec down 50 % of ICU patients despite
these patients being in an awake, calm, and cooperative
state; 81 % of participating centers would appear to adapt
the tightness of the PR to the patient’s condition. Almost
80 % of participating ICUs stated that they do not believe
that the use of PR in mechanically wventilated patients
could be discontinued. Moreover, in only 56 % of the
ICUs was the reason for using PR explained to the rela
tives, possibly leading to conflicts and disputes with the
ICU team. This state of affairs seems hardly acceptable in




