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Everyone Wins! Quality Care Without Restraints was produced by the
Independent Production Fund, New York, New York, in association with
Toby Levine Communications, Inc., Bethesda, Maryland, with funding from
Beverly Enterprises, The Commonwealth Fund, Kendal Charitable Funds,
and The Retirement Research Foundation. The producers and sponsors
cannot be held responsible for decisions made by health care profes-
sionals when applying OBRA's principles to any individual resident who

is under their care.

© 1995 Independent Production Fund

Other Materials in the Everyone Wins! Library

B Tue ReSIDENT CARE LIBRARY: six 15-minute videos and an inser-
vice training manual: The New Resident; Up and About: Minimizing the
Risk of Fall Injuries; Working with Residents Who Wander; Getting Hit,
Grabbed, and Threatened: What It Means, What To Do; Staying Restraint
Free Evenings, Nights, and Weekends; Now That the Restraints Are Off,
What Do We Do?

B EvervoNE Wins! A Famiry GUIDE T0 RESTRAINT-FREE CARE:
14-minute video and pamphlet (available in quantity for separate
distribution)

B SURVEYING THE RESTRAINT-FREE FACILITY: 14-minute video
and discussion guide

B PHYSICIANS AND RESTRAINT-FREE CARE OF THE ELDERLY:
30-minute audiocassette on chemical and physical restraints

For further information, contact the Independent Production Fund,
45 West 45th Street, New York, New York 10036, 1-800-727-2470.
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Why Opt for Restraint-free Care?

What is the long-term goal of restraint-free care?

What are restraints?

How do current practical and legal attitudes toward restraint use differ from earlier attitudes?
What does OBRA require?

What are some of the unexpected benefits of restraint-free care for caregivers, residents, and
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Setting the Stage

What role do administrators play in supporting restraint-free care”
What is essential in planning for restraint-free care?

Where should you start?

Who are the key players?

What about resistant staff?

How can you get families involved?

Whose restraints should be removed first?

How should you go about removing restraints?
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Keeping It Going

How long will the process take?

What can hinder the full development of a restraint-free program?
Why is continuous assessment important?

Why bother celebrating success?

What conceptual model will help you keep going?

Why have ongoing staff training programs?
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veryone Wins! is
a video library
about creative ways
to provide quality
care to nursing home
residents without
using restraints. It was
developed to help staff in all long-
term care facilities improve the
care they are providing by getting to
know their residents better and
meeting their unique individual
needs. It also seeks to provide indi-
viduals who visit nursing homes —
for personal or professional reasons
— with information on why
restraint-free care is important and
how they can help it be achieved.

The project began with visits to
nursing homes throughout the coun-
try to learn what policies and proce-
dures enabled some nursing homes
to bring restraint use under five per-
cent but led others to view a
restraint-free goal as impossible, We
sought to document successful prac-
tices and understand what kinds of
barriers administrators perceived to
be in the path of managing a
restraint-free facility. The result is

this package. Whether you are ask-
ing the key question, Why Opt for
Restraint-free Care? Setting the
Stage, or working on keeping It
Going, vou will find information in
both the video and guide to support
vour endeavor.

The video is approximately
16 minutes long and is a useful dis-
cussion-generating tool for a senior
staff meeting. In it you will hear
from administrators and staff at five
different nursing homes, from New
York City to Las Cruces, New
Mexico, and from Naples, Florida, to
Colorado Springs. Among these
facilities are those that are for
profit and not for profit, those that
are large and some that are small,
and those that are in various stages
of achieving a restraint-free envi-
ronment. The Viewing Guide that
follows identifies the individuals
vou will see and hear in the video,
lists some key concepts involved in
providing restraint-free care, and
provides a list of ideas to think
about as you help move your facility
to the next stage of providing
restraint-free care.
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The Viewing Guide is followed
by a Resource Guide. Divided into
three sections in the same way as
the video (Why Opt for Restraint-
free Care? Setting the Stage, and
Keeping It Going), the Resource
(ruide is organized into a quick-to-
read question-and-answer layout.
Refer to those sections that respond
to your own particular concerns and
situation.

As vou use these materials,
bear in mind that achieving a
restraint-free environment is a long-
term goal. Reaching the goal
requires a significant personal com-
mitment from administrators and
senior staff, and, for some, a new
way of thinking about the residents
vou serve. A key focus of Everyone
Wins! is individualized care —
getting to know each resident in
your facility in such a way that you
can anticipate their needs and
attend to them quickly.

Read on to learn why we have
entitled this project, Everyone
Wins!

All individuals who
work in or visit the
Sacility must become
invelved in restraind-
free care, including
administrators, man-
agers, physicians,
nurses, afdes, social
workers, therapists,
Samily members, and
support stafl,



VIEWING GUIDE

ViDEO PLACES AND FACES

Everyone Wins! The Management
Perspective was taped at the following
locations:

Amsterdam House
New York, New York
James Davis, Exvecutive Director

Harborside Healthcare Naples
Rehabilitation and Nursing
Naples, Florida

Pamela M. Cox, Administrator
Lisa Rose, R.N., Unit Manager
Leslie Nowe, RN.C., Director of
Nursing

Margavet Rogan, Resident
Audrey Pogue, Resident

Living Center West

Cedar Rapids, lowa

Donald J, Chensvold, President,
Health Care of Iowa

Patrick J. Carmody, Former
Administrator

Marlene N. Lacey, RN.C., Educalion
Director

Lois Doyle, L.PN., Director of
Eaxtended Therapy

Namaste Alzheimer Center

Colorado Springs, Colorado

Debbie Scandura, R.N., Administralor
Paul Stickney, C.N.A.

University Terrace Good

Samaritan Village

Las Cruces, New Mexico

Kayln Johnson, Administrator

Judy Johnson, Medicare Coordinator
Gary R. James, R.N., Charge Nurse
Alicia Padilla, Resident

Cadwalader, Wickersham & Taft
New York, New York
Denice R, Krez, B.S.N., Allorney

B Key CONCEPTS

B Restraint-free care enhances your
reputation and image as a provider of
quality care.

B [ndividualized restraint-free care
idoes not cost more money or require
morve staff, Residents who are free to
move around have fewer skin prob-
lems, less incontinence, less agitation,
and can do more for themselves.

W Properly managed restraint-free
care does not put residents at greater
risk than keeping residents restrained,
nor does it create a more significant
liability for the facility as long as
restraint-free policies and procedures
| are clearly documented and consis-
tently applied,

M Creating a restraint-free environ-
ment is an ongoing process — a con-
tinuous journey and a way of working,
not a destination reached for once and
for all. A restraint-free solution can be
found over a period of time for virtually
all residents, but no one solution will
be suecessful for all residents or

Maxag

even for any single resident at all
times. Creative problem solving is the
key to providing individualized,
restraint-free care for evervone.

B [ndividualizing care starts with an
interdisciplinary assessment of each
resident's physical and medical condi-
tion, psychological state and needs,
and social/environmental situation
and backeground. It proceeds with the
development of a care plan that moves
each resident toward the goal of
resiraint-free care, the consistent
implementation of the plan, and on-
going monitoring to assess whether
continued implementation of the plan
is useful. The process is cyclical and
continuous.

W All individuals who work in or

visit the facility must become involved
in restraint-free care, including
administrators, senior managers,
physicians, nurses, nurses aides, social
workers, pharmacists, stafll or consulting
therapists, dietary workers, cleaning
crew, family members, and volunteers.

Nursing assistanis
are aften the

most aware of
residents’
capabilities and
needs.

ENENT PERSPEECTIVE



IDEAS TO THINK ABOUT

Think about the following
points after you have seen
the video. [f you are using
this video with a group,
these are good lopics for
discussion.

B A commitment to the goal of
restraint-free care must come from the
very top of the organization to be believ-
able, Who in your organization can
make this commitment and communi-
cate it frequently and consistently?

B [n developing this video, numerous
administrators talked quite honestly
about how skeptical they were when
first confronted with the idea of
restraint-free care. Where would you
place yourself along the continuum of
believing that restraini-free care can
be achieved? If you are currenily skep-
tical, what factors would make vou less
07 If you are already committed to
restraint-free care, what arguments
will you present to your staff to win
them over to yvour philosophy?

WinNsg!

EvERYONE

B One nurse openly challenges Kayln
Johnson about instituting restrain-
free care, noting her past training in
the use of restraints as a safety mea-
sure, Many administrators also express
concern about the reaction of family
members who may once have been Lold
that restraints were the best solution
for a particular situation. Think about
how you will help nurses and family
members understand new approaches
to quality care that no longer include
the use of restraints.

B List ten people in your organization
whom you absolutely need to have
behind vou for vour restraint-elimina-
tion program to be a success.

B When you bring these people
together, ask: “How many of vou have
fallen during the last five years?” “How
many have been in restraints?" and
“How can you help everyone in the
facility fo understand that all people
fall occasionally?”

B List the tradeoffs in creating a
restraint-free environment. What are
the costs? What are the savings? What

are the benefits? What are the risks?
Will residents be less agitated? Will
they be more independent? Will staff
members feel better about them-
selves? Will they enjoy interacting with
the residenis more?

B Time and time again, when an
administrator of a long-term care
facility that has successfully reduced
the number of restraints in use is asked
to name those factors that contributed
to success, the answer is: Education,
Education, Education. How does your
current inservice program treat the use
of restraints? Is its emphasis on
restraint elimination or on conditions
under which restraints can be used?
Consider the subile difference between
these two messages: Restraints can be
wused when . . . and Restraind-free care
is the norm in this facility . . ..

B Take a fresh look at the forms you
use. Do they perpetuate old attitudes?
Do your admizsion forms have a box
where the physician can routinely
order restraints in perpetuity or on
an as-needed basis?

Extremely supporiive
administrators and
senfor staff members
are key to suecessfil
restraint-remoral
ProgrEms.



B Many administrators express con-
cern that restraint-free care will be very
time-consuming, Consider asking your
director of nursing to keep track of
exactly how much time, how many peo-
ple, and how many forms of documenta-
tion are required to keep residents
restrained.

B Marlene Lacey identifies a number of
low-cost environmental changes that
help prepare a facility for removing
restraints. How many of these are appro-
priate for vour facility? Brainstorm ways
vou can prepare your facility for a
restraint-removal program. (When you
brainstorm with a group, be sure that
you list all possible ideas generated by
group members before vou start evalu-
ating any of them.)

B Conduet an andit to determine
exactly how much the use of restraints
cost your facility last vear. Did you pur-
chase restraints? Did you clean them?
Did vour laundry workers spend time
untangling them? Commit to moving that
amount of money into a fund to assist the
restraint-free effort. Consider purchasing
positioning devices or chair alarms
rather than new vests.

B Success breeds suceess, Involve as
many staff members in the process of
selecting candidates for restraint
removal as possible. You may find some
cases where no one even remembers
why a resident has a restraint. Be sure
to include nurses aides in this assess-
ment process. They spend the most
time with residents and often are the
most aware of residents’ capabilities
and needs. Start small but think big.

B If you see a resident in restraints,
stop and ask why the restraint is being
used. Ask what else has been tried.
Ask when the next care plan meeting
is. Ask how you can help reassess the
resident’s need for restraint.

B '1‘ ‘__

Aetive programs are needed to help restraint-free residents live as normal a life as their

capabilities allow.

B Many adminisirators and senior
managers have found that their own vis-
ibility on the floor is important to the
suceess of the program. Can you help
out in the dining room or activities area
for an hour a day? Can you sit with a
frail resident for an hour during her
first day of restraint-free care? Can you
take a walk with a resident who needs
to move around? Don't forget about
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vour night and weekend staff. They
need to see you as well. Consider
having a senior manager on duty during
at least one weekday night and one
weekend shift.

B Think about the physicians who
serve your facility. Are they behind your

restraint-free goal? How can yvou effec-

| tively communicate this goal to them?

AN AGEMENT PERBFPE
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- RESOURCE GUIDE

What is the long-term
goal of restraint-free
care?

The long-term goal of restraint-free
care is improved quality of life and
care for nursing home residents. The
use of restrainis is incompatible with
that goal. Restrainis can lead to sen-
sory deprivation, loss of positive self-
image, and growing dependency, as
well as to loss of musele tone, balance,
ahility to walk, skin breakdowns,

and frequently, incontinence and
depression.

Wiy OprT FOR RESTRAINT-FREE CARE?

What are restraints?

Simply, a restraint is any device that
restricts a resident's freedom of move-
ment, Physical restraints include
bells, vests, soft ties, gerichairs with

locking trays, and full or split siderails,
If a device cannot be removed by the
resident, it is a restraint. Chemical
restraints are medications that affect
the mind and may modify mental and
physical activity. They include psy-
chotropic medications that restrict a
person's control over his or her own
behavior, and medications that are
preseribed for purposes of discipline
or convenience and not to freat a med-
ical condition,

How do current practical
and legal attitudes
toward restraint use
differ from earlier
attitudes?

For many vears, administrators,
nurses, and nursing aides were trained

A restraint-firee
solulion can bhe
Sound over a
period of time for
virfually alf
residents,

EVERYOMNE WiINs!

to restrain elderly residents. It was
believed that the use of restraints
protected the elderly from accidents,
and protected the nursing homes
from liability for accidents. Recent
research, however, has shown that
restraints have defrimental physical
and psychosocial side effects. With
the use of restraints, elderly residents
may be at a higher risk for increased
incontinence, impaired circulation
and swelling, decreased functional
ability, decreased nutritional intake,
imbalance, suffocation, and death.
Emotionally and psychologically,
restraints may increase feelings of
desolation, depression, agitation,
family stress, anger, and low self-
esteem. These findings support
moving to a restraint-free
environment,

Nursing homes, contrary to a
previously held common belief, are
legally at greater risk for improper
application and use of restraints than
for failure to use restraints. Judgments
pronounced on cases involving inap-
propriate ordering of restraints, failure
to monitor and correct adverse effects
on the resident, or errors in the
mechanical application of the
restraints have been far more signifi-
cant than judgments on cases charging
failure to apply a restraint. In fact, not
a single case has been reported in
which the absence of restraints was
the sole basis for successful litigation.
In light of recent research and find-
ings, the presence of restraints, rather
than the absence of restraints, is
viewed as a liability.



What does OBRA require?

In 1987, the Omnibus Budget
Reconciliation Act (OBRA) established
significant restrictions on restraint use
on residents in nursing homes. OBRA
states that residents have “the right to
be free from physical or mental abuse,
corporal punishment, involuntary
seclusion, and any physical or chemical
restraints imposed for the purpose of
discipline or eonvenience and not
required to treat the resident’s medical
symptoms,” OBRA supports efforts to
eliminate restraint use in nursing
homes. But, as the video points out,
OBRA defines the minimum level of
care required for compliance, not the
maximum,

Current regulatory sanctions for
faeilities found out of compliance can
range from civil monetary penalties to
decertification. Support for implement-
ing and following the OBRA guidelines
is found in federal and state statutes
and regulations that clearly and inten-
tionally tilt the regulatory odds against
the provider that indiscriminately ap-
plies physical restraints to its residents.

What are some of the
unexpected benefits of
restraint-free care for
caregivers, residents, and
Sfamaly members?

Many have thought that the use of
restraints makes caregiving more effi-

Individralized
COFe Fequires a
thorough assess-
ment of each
resident.

cient and less worrisome for staff. To
meet the guidelines of the Department
of Health and Human Services for the
care of restrained residents, however,
requires an estimated 4.5 hours per
resident per day. With restraint-free
care, caregivers no longer have to
spend so much time documenting,

and are [reed from doing things for
residents that they are able to do for
themselves onee restraint free, such as
eat and drink, use the bathroom, and
move about. Instead, caregivers have
time to get to know residents better

as people, and to provide for their
individual needs.

At one time, many health
professionals believed that restraints
decreased falls and prevented injuries.
This also has been demonstrated to
be false. A study by Tinetti (1986)
found no greater number of serious
injuries from falls among unrestrained
residents than among those who were
restrained. Other studies support this
finding, indicating that vesidents are
less likely to be hurt from falls when
restraint free than when restrained.

In general, restraint-free residents
experience improved health as they
are able to get more exercise, and
improved temperament as they do
not have to fight externally imposed
limitations.

Families benefit when they wit-
ness positive, personalized care and an
improved atmosphere in the nursing
home. They inevitably experience
increased satisfaction when they see
improvements in their relatives,

What role do
administrators play in
supporting restraint-
free care?

The restraint-reduction process ties in
with the goals of total quality manage-
ment and continuous quality improve-
ment. As a starting point, these goals
state that management is responsible
for quality and for removing barriers
that block efforts to achieve high qual-
ity care. If quality care is defined as
restraint-free care, this requires man-
agement to remove or change ineffec-
tive or inefficient policies, procedures,
and systems that stand in the way of
restraint reduction.

Management will be more effec-
tive in implementing a new program if
it focuses both on changing the work
process and on educating the staff. A
successful management team knows
that quality improvement, including
restraint reduction, is a never-ending
process. Management and key staff
must project a positive attitude and
strong commitment to restraint
reduction that extends over time.

A primary component of total
quality management includes taking
care of, being responsive fo, and meet-
ing the needs of customers. In a nurs-
ing home, the obvious primary cus-
tomer is the resident, and so it is the
resident’s needs that are a foremost
priority for all staff. Management must
stress the importance of implementing
a plan of individualized care that
meets the best interests of each
resident.

Finally, management must inform
and involve the entire staff when
implementing restraint-lree care. An
organization-wide commitment is nee-
essary to improve the quality of any
program. Restraint-free care training
should involve multidisciplinary teams
at all levels, from janitorial staff to pri-
marv caregivers to the top administra-
tor. The experience of participating in

PEREFECTIY



SETTING THE STAGE continued

such an activity can increase the feel-
ing of teamwork and contribute to the
personal pride each emplovee takes in
his or her work. The result is increased
morale and improved productivity,

What is essential in
planning for restraint-
Jree care?

Each facility tackles restraint removal
differently. It is clear, however, that
facilities that have been successful
share the following principles:

B a desire to offer individualized
quality eare that emphasizes normalcy
and the preservation of residents’
dignity

B a commitment to achieve a
restraint-free environment

B extremely supportive administra-
tors and senior staff

B strong quality care coordinators
B the involvement of staff at all
levels and in all disciplines

B the participation of residents
themselves to the extent possible

B the consistent use of an organized
process of assessment, planning,
implementation, and monitoring

B extensive ongoing education of
staff and families.

Where should you start?

To begin, it may be helpful to organize
a quality care improvement task force.
It is crucial to include on the task
force someone who has the commit-
ment and power to influence change.
Often, this will be the administrator,
In any case, the administrator must
find ways to show the staff that he or
she is willing to share responsibility
for risk taking. You also will want to
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include representatives of all levels of
staff and all disciplines. You might
include a family representative and a
resident. A group of eight to ten indi-
viduals is a good size.

Such a group can be charged
with the following responsibilities:

B Review the provisions of current
federal and state regulations regarding
resiraint use.

B Evaluaie the facility's current prac-
tices and level of restraint use to estab-
lish baseline data from which to mea-
sure progress, Include in this assess-
ment the number of falls, serious
injuries, pressure uleers, incontinent
episodes, and other data that will
demonstrate that problems related to
restraint use will decline. This step also
provides a good opportunity to define
exactly what constitutes a restraint,
Many facilities have adopted the stan-
dard that a restraint is anything that
restricts a resident’s freedom.

B Survey staff, family, and where
possible, residents’ attitudes about
restraint elimination. Plan to collect
data a second time one vear after the
program has begun to assess attitudi-
nal change,

B Conduct an audit on the incidence,
severity, and circumstances of falls
during the last six months, Maintain
records on these factors once you start
eliminating restraints in order to ana-
lyze any changes that oceur,

B Develop operational procedures
that reflect a consistent and organized
approach to determining the individ-
ual needs of residents,

B Research and brainstorm alterna-
tives to restraints for each reason
restraints have been used in the past,
e.g., wandering, falling, aggression.

B Determine how you will communi-
cate the new policy and procedures to
the staff: What educational materials
will be used? Will special equipment be

needed, e.g, a VCR and monitor? Will
vou use role plaving? (Some facilities
restrain staff members during training
to develop an understanding of the psy-
chological effeets of being restrained.)
How will family members participate?
How will residents participate? Will
training be accomplished formally or
informally? Will an outside consultant
be retained or will training be con-
ducted by existing inservice staff?

B Strategize means of overcoming
resistance from staff and families. (In
a fall 1991 survey, the American
Association of Homes and Services for
the Aging found that resistance from
staff and families were the top two
obstacles to reducing the use of
restraints.) Some homes have found it
very effective to plan family eouncil
meetings in which they give families
the experience of what it is like to be
in a restraint.

B Determine how you will orient and
train new stafl and temporary workers.

B Formulate a step-by-step time line,
Start with small, attainable goals.

B Agree on ways to celebrate the
completion of each major stage.

Who are the key players?

Everyone who works at the nursing
home is a key plaver, but it may be
valuable to appoint a quality care
improvement coordinator to oversee
the restraint-elimination process. The
coordinator should be respecied, ere-
ative, and compassionate about the
needs of both the residents and the
staff, have strong leadership skills, and
be enthusiastic and commiited to the
elimination of restraints, The coordi-
nator also must have the authority to
ensure that evervone understands the
program’s goals, address fears and
concerns of staff members, respond to
problems that arise, and head up the
task force.



Restraint removal is most effec-
tive when implemented by an interdis-
ciplinary team. Nursing assistants, for
example, spend the most time with
residents and often have detailed
knowledge of residents’ needs and
preferences, so it is crucial that they
are involved in the restraint-removal
process. Social workers and various
other specialists also can help assess a
resident’s specific needs and his or
her likely response to change. Nursing
staff can help to maintain continuity
by communicating frequently with
therapists and including them in
planning meetings,

Primary care nursing works well
in many long-term care facilities to
facilitate the restraint-removal
process. When one nurse or nursing
assistant takes care of the same group
of residenis every day, individualized
care plans are much easier to imple-
ment consistently, Primary care also
encourages the development of real
relationships between residents and
caregivers, which in turn often results
in heightened job satisfaction and
increased self-esteem. In some cases,
either caretakers choose which resi-
dents they will attend or residents
choose their own primary caregiver.

Consider also some minor
adjustments in staffing patterns to
accommodate your new policy.
Staffing may need to be strengthened
during those hours — typically morn-
ing and early afternoon/late evening
— that are peak activity times for res-
idents. If many residents wander at
night, some day staff may need to
switch to nights,

In addition, it will be necessary
to increase communication across
shifts. One shift may be enthusiastic
about working with residents to elimi-
nate restraints, while another may
request or apply restraints, not under-
standing or not being aware of the
goals of the other shift. Involving all
staff in the same training programs
and holding shift-change conferences
can help eliminate such inconsisten-

cies in care. The point is fo have all
employees working toward the same
goals,

What about
resistant staff?

It is not unusual to find that while
most staff readily accept a restraint-
free policy, a few adamantly oppose it,
even afier extensive participation in
inservice programs. Nurses may feel
that restraint elimination conflicts
with what they were taught, or that
they will not be supported by manage-
ment if a problem arises. In the past,
nurses were taught to apply restraints
if they believed residents were at risk
of injury without them.,

Emphasize the following points
to such individuals:

B Management is strongly commit-
ted to restraint elimination.

B Both theory and practice in regard
to restraint use have changed substan-
tially in the last few years,

B Residents' behavior and level of
functioning often improve once
restraints are removed.

B Risk is a big part of living.

B Fach resident is entiiled to a
dignified existence, no matter how
impaired he or she is,

B A restraini-free environment is
hoth possible and worthwhile.

B Restraint removal can contribute
to a more positive and pleasant work
environment.

B Eliminating the use of restraints
may actually reduce staff workload
because residents may be able to
funetion more independently and
take care of a greater percentage of
their own needs.

Another strategy is to give the
resistant stafl member some responsi-
bility for creating a successful
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restraint-removal program on his or
her own unit, It also will be helpful

to clearly communicate the successful
elimination of restraints elsewhere

in the facility. Administrators report
that when none of these messages or
methods results in the desired level of
cooperation, it is sometimes necessary
to make cooperation a condition of
continuing employment.

How can you get
Jamalies involved?

Family involvement in planning and
implementing a restraini-free program
is critical, (Note: Everyone Wins!
includes a separate video/print pack-
age that introduces families to quality
care without restraints),

Families who are new to
the long-term care process will be
particularly pleased to know the
dignity and freedom with which their
family members are treated. The
restraint-free goal may be a powerful
marketing message,

Families with members who are
already residents will need education
and support as they experience the
change from the use of restraints to
the elimination of restraints. Bear in
mind that family members may have
been told their relative was being
restrained for his or her own safety
and may perceive an increased risk of
going restraint free. Explain that
knowledge of quality care has
increased dramatically in recent years
and that ongoing research indicates
that quality, safe care is possible with-
out restraints. Point out that in many
cases, residents have improved their
level of functioning and become hap-
pier and more independent following
the removal of restraints. Provide
ample time for adequate communica-
tion to oceur, and involve family mem-
bers in assessment procedures,
Encourage family members to voice
their concerns and provide conerete
information to address their fears.

AN AGEMEHNT PERBPEETIVE



SETT]NG THE STﬂGE conlinued

Many will need reassurance similar to
that provided to staff members. If a
family continues to express significant
resistance to restraint removal, ask
them if they could support removing
the restraint on a very gradual basis,
e.g., an hour or two each day, and
build from there.

The start of a restraint-reduction
program may also be a good opportu-
nity to activate a family council, if one
does not already exist, as a means of
sharing and discussing changes in pol-
icy. Consider also pairing families who
support restraint reduction with those
who do not.

Families of newly admitted resi-
dents may need guidance to under-
stand that hospitals and long-term
care facilities may approach restraint
use very differently. Since new resi-
dents may arrive with particularly poor
functioning due to whatever illness,
surgery, or situation caused them fo
need long-term care in the first place,
families will want to learn what spe-
cial procedures have been imple-
mented for assessing the needs of the
new residents, (Note: The Everyone
Wins! Resident Care Library
includes a separate module on assess-
ing the needs of the new resident.)

Whose restraints should
be removed first?

Individualized eave requires a thor-
ough assessment of each resident, tak-
ing into account the person's physical
abilities, level of cognitive functioning,
life experiences, ways of coping,
strengths and vulnerabilities, prefer-
ences and dislikes, circadian rhythms
(whether they are “day” or *night" peo-
ple), and social and emotional needs.
Each resident also needs to be
assessed to determine why he or she
was restrained in the first place and
whether or not the original problem is
still pertinent. Common reasons
include wandering, being at risk of

EVERYONE Wi1Ns!

falling, jeopardizing
life support systems,
agitation, and poor
positioning, Just as
commaonly, however,
the resident may have
come to the long-term
care facility from a
hospital with orders
for restraints that no
one has ever ques-
tioned. Once the origi-
nal reason for the restraint is known,
staff members will need to brainstorm
new means of achieving the same care
objective. Changes in the environment,
use of positioning devices, aggressive
restorative therapy, and additional
social activity are among the options
staff should explore,

If a resident has been restrained
for particularly agitated behaviors,
e.g., hitting or screaming, a more com-
prehensive assessment may be needed
to discover what is causing such reac-
tions and what approach might elimi-
nate the agitated behavior, Some peo-
ple act out in response to the
restraints themselves and become
much calmer without them. (Note:
The Everyone Wins! Resident Care
Library includes a separate module
on this topie: Getting Hit, Grabbed,
and Threatened: What It Means, What
To Do.)

Finally, a complete review of
medications is necessary to determine
if any of the behaviors for which the
individual is being restrained are actu-
ally caused by a particular medication,

How should you go about
removing restraints?

Do ot try (o remove everyone's restraints
at once. Begin with a pilot program on
one unit only, or one part of one unit.
Select a unit with relatively few highly
challenging restraint situations as well as
one whose staff is most likely to set a pos-
itive tone for the rest of the organization.
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tence, no matler how impaired he or she is.

Start with the easiest cases.
Based on individual assessments and
care plans, start removing restraints
from no more than one or two residents
a week so that all staff can be particu-
larly alert to a limited number of situa-
tions. Be sure vou prepare the resident
for this process, just as you have pre-
pared staff and family members.

If a person is hoth physically and
chemically restrained, work with
physicians and pharmacists to remove
the chemical restraints first. This will
make the residents more alert when
the physical restraints are removed,
and reduce the risk of falls. Often a
gradual approach is needed. It may
take a vear or so o get all people out
of restraints, but the important thing
is to keep reassessing, innovating, and
moving toward the restraint-free goal.

Many homes report it is easiest
to remove restraints at first during
mealtimes, when many staff members
are available to assist with and monitor
residents. It also is a good idea to get
newly unrestrained residents stabilized
before removing others’ restraints.
Once the first resident is restraint free,
it becomes easier and easier to remove
restraints from other residents,

Don’t forget to reward stafl who
have been particularly observant and/or
who have developed highly creative solu-
tions to meet resident needs. One facility
videotapes clever solutions to share at
staff meetings, In another facility, where
the director of nursing conducts inser-
vice courses for other local homes, she
validates her stall’s creativity by inviting
them to join her in her presentations.



KEEPING IT GOING

How long will the
process take?

Achieving restraint-free care is a grad-
ual, ongoing process without a quick-
fix solution. Once a facility gets going,
however, progress usnally occurs
steadily.

The size of the facility and the
number of people for which it cares
will certainly influence the length of
time needed to remove restraints, as
will the problems individual residents
present. The length of time needed
also will relate to the extent to which
restraints were used at the start of the
process. It is reasonable to expect that
if management is consistent, within
two years the facility will be perma-
nently transformed,

What can hinder the full
development of a
restraini-free program?

Implementing and maintaining a
restraint-free program is not a simple,
one-time project, It is an ongoing
effort that requires continuous support
and reinforcement. Under the less
than ideal circumstances that staff
must face daily, there are many rea-
sons a program can fail,

An important issue in maintain-
ing progress is the orientation and
training of new staff. When stall mem-
bers terminate or temporary staff is
emploved, the new or temporary staff
may not have the training or back-
ground to provide restraint-free care.,
If provisions for their training are not
made, previous training efforts are
nullified in at least some areas of the
facility. Similarly, when administrators
or senior staff are replaced, orienta-
tion must include a diseussion of the
facility's policy regarding restraints,

Staff may become complacent
over time, allowing their procedures to
become sloppy, thinking that they
know all there is to know about

restraint-free care, They may fall into
a routine and forget to consider the
individuality of each resident. Or, after
working with a resident who presents
a particularly difficult challenge, staff
members may become discouraged
and lose sight of the long-term goals of
restraint-free care, giving up on their
efforts to implement change.

Management may be inclined to
halt the program in the event of an
injury or if family members apply
pressure because they are unhappy
with restraint removal. Sometimes
administrators fail to provide strong
support for the basic tenets of imple-
menting a restraint-free program.
Nursing home staff will be much less
likely to adopt a new program that
lacks adequate leadership or lacks a
person responsible for nurturing and
motivating staff in their efforts, Staff
leaders have a significant responsibil-
ity to help their staffl internalize the
goals and message of restraint-free
care in order to prevent a premature
loss of program support.

The most basic reason that
restraint-free programs fail is that the
facility, including management and
staflf, never accepts the basic philoso-
phy of restraint-free care. They may
view OBRA as a restricting burden
rather than as a facilitator that will
bring increased independence and
contentment to residents and greater
job satisfaction to staff,

Why is continuous
assessment important?

Assessment is important to maintain
the momentum of a restraint-free pro-
gram. Only through continuous assess-
ment will staif be able to recognize
any progress made, Assessment will
provide a means to measure both
effective and ineffective tactics in
accomplishing the goals of the pro-
gram. Specific tracking and assess-
ment of the following information will
indicate a natural direction for the
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staff to follow: the types of restraints
used; the incidence, severity, and cir-
cumstances of falls; and the attitudes
toward restraints among staff and
family members,

One nursing home found it help-
ful to have a “Room of the Day” pro-
gram. Each day, one resident’s room
was featured, and every staff member
was to visit that room sometime dur-
ing the day. Evervthing in the room
was evaluated and judged to be either
a help or a hindrance to restraint-free
care. This program worked for this
facility as it included all levels of staff
and provided a means of constant eval-
uation, Through this program, the
practices and techniques that proved
to be successful could be implemented
and shared with everyone.

Why bother celebrating
success?

Nothing will foster further success
more than the celebration of success,
Staff will feel a sense of pride and be
encouraged when successes they have
experienced are shared with other
staff members. Everyone will be more
motivated to try new practices that
have proven to be suceessful with
others.

Successes can and should be
emphasized when hiring new stafl.
This will attract employees who are
interested in working in a restraint-
free environment. Successes also
should be shared with other nursing
homes in the area. Promoting
exchanges between staff of different
facilities who have experienced suc-
cess will foster exciternent and enthu-
siasm for continued efforts. Those who
share will be encouraged to continue
their efforts, and those who hear about
it will have an incentive to implement
new techniques and practices in their
own work,

M EXNT PERSPECTIVE
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What conceptual model
will help you keep going?

The entive staff will benefit if a four-
stage model of Assess, Plan, Infervene,
and Evaluate is implemented from the
onset of the restraint-free program.
This plan will help staff to understand
the long-term nature of the program.

Assess, Prior to making any changes
or removing any restraints, a complete
assessment should be made of cach
resident’s needs and of any environ-
mental hazards that may need atten-
tion. Individual assessment of each
resident is important as it will enable
staff to form a plan for restraint
removal that anticipates potential
hazards or difficulties that are specific
for a particular resident.

By evaluating the facility’s cur-
rent practices, a baseline may be
established that will be useful in gaug-
ing future progress. This baseline also
will serve as a quality assurance check
and feedback mechanism for staff. As
the program proceeds, progress can be
tracked on a monthly basis.

Plan. Onee data from the assessment
is gathered, it can be used to create a
plan of action for each resident and
for the facility as a whole. If the entire
staff is educated on restraint removal
before a program is implemented,
then evervone can contribute ideas
and help to ereate both individual care
plans and a facility's master plan. Full
support for the program will be much
more likely when staff input is
requested and used. Keep these five

When restraint-
Sree, residents
may be albie to
Sunction more
independentiy

and take care of a
grealer pereenloge
of their awn

needs.

basic points in mind while ereating
the master plan:

1. Gain support from administrators
and staff,

2. Form a committee or task force.
3. Appoint a coordinator,

4. Evaluate the forms that you are
using to see if they perpetuate

old aftitudes.

5. Train staff to understand and
implement restraint reduction,

The formation of a plan will help all
staff to see where they are going and
to identify the significance of changing
their daily procedures.

Intervene, It next will be necessary
to find alternatives to restraints.
Alternatives to restraints include:

B individualized care

B changes in the physical environ-
ment to improve safety

B physical interventions, such as
therapy and exercise

B psychosocial interventions, such as
activity programs, individual attention,
and validation therapy

B changes in the daily routine to pro-
vide a heightened feeling of normalcy
to the day.

Many ideas for restraint alternatives
can come from staff members who
have had direct interaction with the
residents. Such staff members often
are able to come up with the most
creative and most appropriate
interventions.
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Evaluate, The consequences of re-
straint reduction should be evaluated
on an ongoing basis to stay abreast of
the program's successes and setbacks.
Written records should be maintained
that document risks to each resident
and identify techniques that have suc-
cessfully enhanced mobility or elimi-
nated hazards. Continuous evaluation
is necessary to mark progress and to
recognize the strengths and weak-
nesses of the program.

Why have ongoing staff
training programs?

Orientation and training for new staff
as well as continuing staff education
are key to the success of the restraint-
free program. To ensure that the staff
is involved in actually implementing
the program, staff education should
include information that would answer
the following questions:

B What are the positive effects of
restraint-free care?

B [ow can residents be assessed?

B What are some alternative inter-
ventions?

B How can falls be prevenied and
how can residents be assessed with
regard to falling?

M What are better ways to provide
postural support than using restraints?

B What arve some ways to distract
residents’ attention so that medical
treatments, e.g., catheters or [Vs, are
not interrupted?

M What are some strategies for com-
municating with confused residents?

The best problem solving is likely to
come from the stall directly. Teach
them to brainstorm and to find the
answers to problems on their own.
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- RESOURCES

For TRAINING

The Everyone Wins! Resident Care
Library is a good place o start.

The following list contains additional
training resources:

W Before the Going Gets Rough and
After the Going Gets Rough. Good
Samaritan Family Support Services,
1015 NW 22nd Street, Portland, OR
97210 (503-2209-7348).

B Care of the Alzheimer’s Patient, A

Manual for Nursing Home Slaff by

L. Gwyther, Alzheimer's Disease and
Related Disorders Association (ADRDA),
1985, Call your local chapter or the ADRDA
chapter in Portland, OR (503-229-T115).

B [nnovation in Restraint Reduction.
Video. The American Health Care
Assoeiation, 1201 L Street, NW,
Washingion, DO 20005-4014 (1-800-321-
(343).

W Magic, Mystery, Modification, &
Miyth: The Joyful Road lo Restraint-
Sree Care. Mi. Angel, OR: Benedictine
Institute for Long Term Care.

W An Ombudsman Guide to Effective
Advocacy Regarding the Inapprop-
riate Use af Chemieal and Physical
Restraints. National Citizens’ Coalition
for Nursing Home Reform, 1424 16th
Street, NW, Suite L2, Washington, DC
20036-2211.

W Untie the Elderly. The Kendal
Corporation, Kennett Square, PA 19348
(610-388-7001).

W Retrain, Don't Restrain, National

Nursing Home Restraint Minimization

Progran. The Jewish Home and
Hospital for Aged, 120 W. 106th Street,

New York, NY 10025 (212-870-5000).

For BACKGROUND
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Aging, “Nursing Home Report:
Decreased Restraint Use,” Survey on
the Use of Restraints in Nursing
Hemes (Fall 1991): 1-14.

Andreasen, M.E, “Make a Safe Environ-
ment by Design." Jowrnal of
Ferontologicel Nursing 11, no, 6
(1985): 18-22.

“Assessment and Care Planning: The
Key to Good Care, A Guide for Nursing
Home Residents and Their Families.”
Washington, DC: National Citizens'
Coalition for Nursing Home Reform, 1992,

“Behavior Management in the Nursing
Facility: Inservice Materials for Staff
and Supervisors." Pasadena, CA:
Beverlv Foundation, 1593,

Blakeslee, Jill et al. “Debunking the
Myths.” Gerialric Nursing 11, no. 6
(19907 290.

— “Making the Transilion to
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Gerontological Nursing 17, no. 2
(1991): 4-8.

Braun, Judith V., ed. Thward a
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Redueing the Use of Physical and
Chemical Restrainls in Long-term
and Acwule Care Settings. Baltimore:
Health Professions Press, 1993,

Brower, H.T. “The Alternatives to
Restraints.” Journal of Gerontological
Nursing 17, no. 2 (1991): 18-22.

Implementing
and maintaining
o restraind-free
program requires
continuous
support and
reinforcement.
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“Can Physically Restrained Nursing
Home Residents Be Untied Safely? "
Progress Report #52-14. New York: The
Jewish Home and Hospital for Aged,
1992,

“The Changing Role of Restraints in
Long Term Care: An Assessment of
Restraint Reform Measures and the
Risks Associated with the Use of
Restraints.” Washington, DC: Law
Offices of Casson, Harkins and
Greenberg, 1990.

Coberg, Ann, Deborah Lynch, and
Barbara Mayretish. “Harnessing Ideas
to Release Restraints.” Gerialric
Nursing 12, no. 3 (1881): 133-134.

Coons, Dovothy I1 “Training Staff to
Work in Special Alzheimer's Units.”
The American Jowrnal of Alzhetmers
Care and Related Disorders and
Research (September/October 1987):
6-12,

Cutching, C.H. “Blueprint for
Restraint-free Care.” American
Journal of Nursing 91 (1991): 36-42.

RELATED RESOURCES continued

The consistent use of an organized process of assessment, planning, implementation, and

Downs, M. Eliminating Restrainls
Resouree Manual: A Guide for
Nursing Home Staff. Waterbury, VT:
Planning Division, Agency of Human
Services, 1990,

Eigsti, D.G. and N, Vrooman,
“Releasing Restraints in the Nursing
Home: It Can Be Done.” Jowrnal of
Gerontological Nursing 15, no. 1
(1891); 21-23.

Evans, Lois K. and Neville E. Strumpf.

“Myths About Elder Restraint.,” fmage:

Journal of Scholarship 22, no. 2
(1990): 124-128.

__ . “Reducing Restraints: One
Nursing Home's Story.” In Key Aspecs
of Elder Cave: Managing Falls,
Icontinence and Cognifive
Tmpairment, edited by S, Funk, E.

Tornquist, M. Champagne, and B. Wiese,

New York: Springer Publishing, 19492

Evans, Lois K., Neville E. Struompf, and
Carter Williams. “Redefining a
Standard of Care for Frail Older
People: Alternatives to Routine

el A

monitoring is a major part of providing dignified individwalized care.
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Physical Restraint.” In Advances in
Lomg Term Care, edited by P. Katz, R.
Kane, and M. Mezey. New York:
Springer Publishing, 1941.

Gold, Marla. “Moving Away from
Restraints.” Provider 17, no. 1 (1991);
20-26.

Goldman, Beryl D, et al, “Staff
Attitudes on the Use and Elimination
of Physical Restraints.” Kennett Square,
PA: The Kendal Corporation, 1991,

Hall, G. “Examining the End-stage:
What Can We Do When We Can't Do
Anymore?" Journal of Gerontfological
Nursing 17, no. 5 (1991): 34,
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on Aging and The Kendal Corporation,
December 4, 1980,
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