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PREFACE

On. December .4, 1989, the U.S. :Senate Special -Committee on
Aging sponsored a national symposium entitled “Untie the Elderly:
Quality Care Without Restraints.” The overwhelming interest in
this forum demonstrated to the Committee the groundswell of sup-
port for eliminating—or significantly reducing—the use of re-
straints in our Nation’s nursing homes.

The Federal Government will play a key role in supporting the
establishment of restraint-free, or at least restraint-reduced envi-
ronments. In 1987, Congress passed sweeping nursing home re-
forms that were incorporated into the Omnibus Budget Reconcilia-
. tion Act (OBRA), to address the need for quality patient care.
OBRA 87 outlined the importance of individual residents’ needs,
wants, and desires in determining the quality of care.

These reforms also included strengthened patient rights concern-
ing the use of restraints imposed “for the purposes of discipline or
convenience, and not required to treat the resident’s medical symp-
toms.” While the OBRA provisions must be enforced by the States
by the fall of 1990, an estimated 50 percent of all nursing home
residents are currently restrained in some form. This broad dispari-
ty-between impending regulatory standard and common practice
was a primary motivation for the Committee’s symposium.

Enactment of a law, however, is only a partial answer. We also
have a responsibility to provide leadership and information to all
affected parties. The Committee symposium provided an opportuni-
ty to closely examine national practices regarding the use of re-
straints, and to assess the viability of establishing restraint-free en-
vironments in health care facilities. By bringing together profes-
sionals, academicians, consumers, Members of Congress and their
staffs and other interested individuals, we were able to discuss al-
ternatives to restraining our Nation’s disabled and elderly.

The Aging Committee is pleased to release this print, which con-
tains the proceedings of the symposium, as well as related materi-
als on the use of restraints. We would like to express our apprecia-
tion to everyone who made this event possible, with special thanks
to the Kendal Corporation of Kennett Square, Pennsylvania.

Davip Pryor,
Chairman.
JoHN HEINz,
Ranking Minority Member.
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UNTIE THE ELDERLY: QUALITY CARE WITHOUT
RESTRAINTS

MONDAY, DECEMBER 4, 1989

U.S. SENATE,
SpeciAL COMMITTEE ON AGING,
Washington, DC.

The Committee met in room 216, Hart Senate Office Building,
Senator John Heinz presiding.

Present: Senator Heinz.

Staff present: Christopher C. Jennings, deputy staff director; Wil-
liam Benson, chief of health and housing policy; Holly Bode, profes-
sional staff; and Bonnie Hogue, professional staff.

OPENING STATEMENT OF SENATOR HEINZ

Senator Heinz. Ladies and gentlemen, may I have your atten-
tion, please?

Good morning. I'm Senator John Heinz, the ranking member on
the Senate Special Committee on Aging. I'm very.pleased and hon-
ored to welcome all of you here on behalf of my chairman, Senator
David Pryor of Arkansas, with whom I'm privileged to co-chair the
Special Committee on Aging. Both of us have had a long and very
deep interest in issues such as the quality of nursing home care.
Indeed, when I came to the House of Representatives in November
1971, Senator Pryor first came to.national prominence investigat-
ing a nursing home in Homesdale, PA, when he was a Member of
the House.

He attempted to start a Committee on Aging in the House. He
was told there was no room for that committee. It was my privilege
to undertake that effort. I was the author of the legislation that
created the House Committee on Aging, and Senator Pryor and I
reunited our efforts here in the Senate where he finally arrived
shortly after I did.

I want to, on his behalf, therefore, welcome all of you here to
this symposium on nursing home care without restraints.

This issue is centered around the crucial importance of preserv-
ing an individual’s human rights and the tenuous balance between
self-determination and benevolent paternalism.

I'm hopeful that today we can shed some light on the conflict be-
tween the rights of the elderly to take risks and the desire of their
caregivers to, understandably, minimize those risks. But, as we all
know, risks are an inherent part of life. I suppose that one way we
could all have minimized the risk on getting here this morning is
to have driven in tanks, but we didn’t. We drove in, for the most

(e8]
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- .part, in automoblles I know of one or two staff members who come
to work either on motorbikes or on bicycles. Clearly, the risk of
" injury would be substantially offset if we drove.something other

than fragile cars and chose armored personnel carriers instead. ‘
" For the frail and ill, our policies and practices determine the
type and extent of risk that i is allowed in our hospitals and nursing

homes. Understanding that we can’t allow dangerous neglect in the --

name of freedom, we also have :to try- to assess accurately the -
amount of risk that actually exists and be aware of the new prob- .
lems created by our solutions. You might say that the danger of
ignoring human rights and, therefore, dehumanizing people who
have every right to be. proud senior citizehs, is danger that is diffi-
cult to gauge. Nevertheless, it may pose a greater threat to- provid-
ing quality care than the risk of physical injury, itself.

Now, we all know that physical restraints have often been ac-

- cepted as a solution to risks in nursing homes. It has been common
practice to use restraints to keep residents in their beds or in their
wheelchairs or to use tranquilizers and sedatlves to quell thelr
desire to get up and walk. .

"~ When restraints are used, certainly the patient can’t Walk and
can’t fall down. But at what cost? All too often the patient deterio-
rates much more rapidly and sacrifices his or her physical and
mental health, their vitality, and, most of all, their human digni-
ty—all in the name of avoiding risks. -

I'd like to share with you-a true story of the dllemma posed by -
the use of such restraints.

Mr. H—no relation—is an.83-year-old. nursing home res1dent He
is recovering from a hip fracture. He is reluctant .to participate in.
the structured activity of physical therapy, so his progress is slow. -
Nevertheless, he tries to make the short walks alone from .the
wheelchair to the bed, to the bathroom One evenmg he falls on
one of his short journeys. - ‘

The staff tells him to try not to walk when he’s alone. The next
day he tries it-again and. he falls-and he suffers a minor cut on the

head. Despite all the warnings he is given by the staff, he won’t .

stop trying.

And so the nursing home makes the decision to restrain Mr. H
He is belted into a chair, though he protests vigorously and tugs. at
the restraints and begs passers-by to untie hlm :

The nurse says, “It is for your own, good.” And she really means
it. But is it for his own good? How much risk-laden 1ndependence
should caregivers practice? :

We need to bring open minds to th1s reassessment.-

Just last night I told an acquaintance about today’s symposmm
and my friend expressed surprise and skepticism—really great
skepticism—that.you could have a nursing home where.providers
would manage effectively without restraint. Indeed, I think the
conventional wisdom is that physical and chemical restraining of
many nursing home residents is an unavoidable fact of life.

The purpose of this symposium is to demonstrate that the con-
. ventional wisdom is wrong and that there are humane, caring al-
ternatives_to.strapping residents into wheelchairs and beds. And
we will also-explore.what is necessary in the way of attitude, skills,
and resources to provide nursing home care with dignity; and we
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will examine in equal detail and attention, I hope the barriers—
medical, legal, and practical—to treating residents with the care
and kindness they deserve.

Before I close I want to recognize the organization—I'm very
proud that it is from my home State of Pennsylvania—which has
been instrumental in preaching the gospel of restraint-free care,
and not only preaching but practicing what they preach. This orga-
nization is the Kendal Corporation. It is in southeast Pennsylvania.
They operate continuing care retirement communities throughout
that southeastern quadrant of our State. They are committed to
preserving senior citizens’ basic human rights and providing qual-
ity life and health care. Fifteen years ago that commitment led
them to begin providing care without restraints, and their efforts
continue today.

I think you could say that theirs is literally a cutting edge at-
tempt to achieve quality care by striking a new balance between
absolute safety and respect for the individual’s dignity and human
rights.

So I want to salute the Kendal €orporation for being here. I bid
its representatives, including their chairman and his wife, Margo, a
special welcome here today.

You have looked at the-agenda. You see that we have assembled
an extraordinary group of experts to discuss and weigh the risks
against: the possible solutions. Senator Pryor and I and the mem-
bers of the U:S. Senate Special Committee on Aging look forward
to the testimony of our distinguished speakers on the agenda today.

At this point I want to turn whatever part the committee will
play here from here on out over to the deputy staff director of the
committee, Chris Jennings.

Chris.

" STATEMENT OF CHRISTOPHER JENNINGS, DEPUTY STAFF
DIRECTOR, SPECIAL COMMITTEE ON AGING

Mr. JENNINGS. Senator Heinz is a modest man. He has been a
leader in quality of care improvements in nursing homes for dec-
ades. I think we should all, before he leaves, give him a round of
applause.

[Applause.]

Mr. JENNINGS. On behalf of Senator Pryor, I'd like to join Sena-
tor Heinz in extending his welcome to today’s jointly sponsored
Senate Aging Committee-Kendal Corporation Symposium on the
use of restraints in nursing homes.

As Senator Heinz said, I'm Chris Jennings, deputy staff director
of the Senate Aging Committee.

Senator Pryor asked me to send his deep regrets about not being
here today. As Senator Heinz mentioned, he gained his notoriety in
the aging field by going undercover as an orderly to uncover nurs-
ing home quality shortcomings in the early 1970’s. Since then we
have come a good ways, and he wanted to be the first to note that
today. He also wanted to be here to work with you to see if there
could be ways we could further improve quality of care in nursing
homes.



4

‘Unfortunately for all.of us, Senator: Pryor wears several hats.
‘Not only is he Chairman of the Aging:Committee, he is secretary of
the Democratic Conference, Chairman of:the Senate Finance Sub-
committee,- Chairman -of - the ,Governmental - Affairs. Subcommittee,
ranking, member-of the Senate Agricultural Committee, and, most
important, he is.a member up for reelection next year. The latter
two responsibilities .forced him :out of town today—a development
. that.I know he greatly regrets. e e

- Somehow we will find a way. to proceed. As a starter, I'd like. to

~ give you a little bit of back_g‘rotmd‘_on how this symposiuim came

about. . ., » T e
The Kendal Corporation, located in Pennsylvania, is”a’ not-for-
- profit organization which operates long-term care facilities for the
elderly. Several months ago, staff from Kendal met with the Aging
, {Jo’l’r'u_nittee staff to discuss their program entitled “Untie the Elder-
"For”16 years Kendal has not used restraints in their nursing
homes and has demonstrated that safe, quality, cost-effective care.
- can be achieved without the use of restraints. Because of their'suc-
" cess in eliminating the use of physical restraints, Untie the Elderly
‘was begun. This program is designed to increase public awareness
of the damaging effects of restraints and to offer support and guid-
ance to facilities interested in facilitating restraint-free care. ' .-
-. As Senator Heinz mentioned, the. Senate Aging Committee has a
- longstanding history of involvement in mursing home quality of
care. Our staff, therefore, was very interested -in working with
Kendal, seeing what they were doing, and we began to explore pos-
sible roles for the Aging Committee to examine and:focus attention
on this issue.” + . . . . RN S .
"~ While a traditional avenue for publicizing. an issue is a Congres-
sional hearing, Chairman Pryor and Senator Heinz wanted to ex-
plore it in a different format. They chose a symposium as the best
way to take an important first step towards educating, networking,
and helping begin to form public policy about the restraints issue.
Today’s first step is an impressive one. We are pleased that up-
wards.of 400 people have signed up and are expected to'be attend-
. ing today. I' know that many of you have come a long way, so I

‘won’t waste too much more valuable time. However, before I con-

clude I do want to thank the Kendal Corporation for all their hard
. work. This definitely could not have come about without them.

‘I also want to thank the Planning Committee, which is composed
of ‘providers; advocates, academicians, regulators, and the Aging
Committee staff. They all-take credit for organizing this symposi-
um. . i e _

For just a brief moment I'd like to thank the Aging Committee

staff, in particular, who have worked very hard and- diligently. -
With Kendal, this could not have come about without them. That

includes both the minority staff and the Aging Committee staff. On

my staff it was Bill Benson, Kathy Sykes, Bonnie Hogue, Heather

‘Dreyer, and Christine Drayton. But, in particular, T would like to

single out Holly- Bode, for she definitely worked for hours and

hours and hours in getting this event together. Obviously it is

%oililg to be very successful, and I'd like to give 1 second of applause

‘for her. . . C k



[Applause.]

Mr. JENNINGS. You represent an impressive array of interested
parties, and your contributions will not only make today a success,
but will assure the success of the committee print we will be releas-
ing next year from these proceedings. I hope you all will write in
and get a copy.

I would like to for one moment step back and review the recent
developments in Eastern Germany and throughout the world and
note and appreciate the winds of change. In this vein it is my hope
that we can start making a few changes in the quality of care nurs-
ing home recipients are receiving today. I think today’s symposium
is a good step in that direction.

Right now I would like to turn this over to Lloyd Lewis of the
Kendal Corporation to get us going.

Thank you very much.

STATEMENT OF LLOYD LEWIS, KENDAL CORP,.

Mr. Lewis. Thank you very much. It is a great pleasure to be
here this morning and to have so many of you gathered here to
listen and to discuss this critical issue.

I was interested in the allusion to what is going on in Eastern
Europe because the winds of change are bringing about the elimi-
nation of many restraints in Eastern Europe, too. Perhaps we can
take that spirit and keep that going right here.

We will open the program this morning with a testimonial from
family members of a resident of a nursing facility that is making
the transition to non-restraint care.

This will be followed this morning by Jill Blakeslee taking a
philosophical look at the use of physical restraints and the need to
change attitudes for implementing effective alternatives.

Then we will have a panel, which will present various concerns
regarding restraint elimination.

Finally this morning will be a presentation on legal issues.

There will be a short break at 10 a.m., and then just prior to
lunch we will try and have 15 minutes for questions and answers
from the audience.

We hope to end this morning’s session at 11:45 a.m. punctually,
and lunch is on your own. A list of local restaurants has been in-
cluded in your handout materials. I hope that will be helpful to
you. -

At 1 p.m. we will resume the program by examining some experi-
ences of restraint-free care here in the United States and abroad,;
then we will move on to examine the direction of new Federal
policy and conclude by looking toward the future for changing
practice through training, education, and research.

We will close with a synthesis of the day’s events, along with a
call for action in the hope that this symposium will lead to futher
initiatives to improve the care of our nation’s frail elderly.

We have a full schedule for today. It is a very tight schedule, and
we are asking all of the participants to adhere to a very strict time
schedule. So I hope that when we do have the break and at lunch-
time coming back that you will all be prompt so that we can be
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sure to give everyone a chance to present. the1r partlcular pomts of
: 'view and their particular experiences.
" We're going .to begin this morning with- the family testimonial.
I'd like to introduce to you Keith Grant and Susan McTyier. They
are the husband and daughter of Virginia Grant, a resident of Tel
. Hai Retirement Community, a long-term care facﬂlty that is work-
ing toward the elimination of physical restraints. '

Mr. Grant is an 1ndependent businessman in the family contract-
ing business. Mrs. McTyier is a wife and mother of three. This
morning they will briefly share their experiences with the care of
an individual with a diagnosis of . Alzheimer’s d1sease, nursmg_
home placement, and restraint-free care.

Keith Grant and Susan McTyier

STATEMENT OF KEITH GRANT, HUSBAND OF NURSING HOME
PATIENT

Mr. GRANT. Good morning ladies and gentlemen.

-In 1982 the furthest thought from my mind was the selection of a
nursing home for my wife, let alone the related problems of re-
straint policies and other con51deratlons in the selectlon of this -
type of home.

My wife was an intelligent and act1ve mother of five who loved
Tived, and enjoyed life to the utmost who, after our third child, de-
Clded to get her bachelor of science in music, started college, and
after about 8 years, graduated summa cum laude She started to
teach piano and art and was active in church and commumty ac-
tivities throughout her adult life.

Early in 1982 memory and personality changes extreme enough
to warrant neurological evaluation appeared. After 3 or 4 months
of extensive testing she was diagnosed as Alzheimer’s. The diagno-
sis eventually proved correct, and the condltlon followed the typical
-course of this dementia. "

I had to hire a full- tlme, 11ve-1n nurse’s aide who lived with us for
"~ 3 years. It cameé to a point that the aide and caregiver could .not -
cope at home with the situation. She would wander off, plck up
things to eat anywhere—out in the road—hitchhike, stop cars.

So it came to the point where the family, after many discussions -

and conferences, arrived at the serious and very unsettling decision

to institutionalize her. The job in the selection of this facﬂlty .

began, and our selection was Tel Hai'at Honeybrook.

4 Now Sue, my daughter, will relate our experlences there to th1s
ate. .

Thank you.

STATEMENT OF SUSAN McTYIER, DAUGHTER OF NURSING HOME
PATIENT

Ms. McTYier. As Dad already said, we put Mom in Tel Ha1 for
her own safety. She was always a very active woman. One of our
greatest concerns was that she would end up being restrained: We
felt that would be very detrimental to her health and would hasten
the development of her disease.

As Dad indicated, Mom would walk around and p1ck up all kmds
of things and put them in her mouth She picked up a tack one day
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and was chewing on it and didn’t even realize her gums were
bleeding. She’d pick up pieces of plants, debris on the floor, or gar-
bage out of trash cans. She must have been driving the nursing
staff crazy. We notice that Mom was physically restrained more
often than not whenever we’'d come in to visit.

Dad is there almost every evening, and I come in once or twice
during the week when I can with my children to visit Mom and
walk her around.

We had many conferences with the physical therapist trying to
figure out something that we could do that would leave her ambu-
latory, yet keep her from picking things up. What we finally came
up with was a type of plastic molded form fit to her hand which we
secured with ace bandages so that she was unable to physically
grab things. However, she was still able to walk around and flick
the lights on and off in other resident’s rooms. So I think the
reason we probably found her restrained in the chair so often was
because she was turning the lights off up and down the hall, and
also walking out of the security doors on her floor.

We still found her tied down more than we wanted to, and too
often when she was tied down with a lap belt, the restraints were
also on her hands. This didn’t make any sense because the purpose
of the hand restraints was so she could stay ambulatory.

When she was sitting for hours in her chair she started chewing
and swallowing pieces of her hand restraints, because there was no
other way to expend her energy.

She seemed very upset, and so were we. Mom is no longer able to
speak, but she would often look very angry or grumpy whenever
we visited, and Dad often commented that it seemed as if she were
saying, “Why are you doing this to me?”’

Whenever we would remove the restraints her countenance
changed and she became happy again.

After a period of time we noticed that her right hand was start-
ing to atrophy. Although this may be a normal progression of the
disease, we felt that more than likely the use of the hand restraints
had something to do with it.

Since Tel Hai has adopted the use of the nonrestraint program,
we have noticed a significant change in Mom. She has calmed
down visibly. We have also noticed an overall happier atmosphere
in the whole facility.

It used to disturb us when we’d walk in and hear the residents
moaning and crying for help. Since the change, the noise level has
dropped considerably.

Where there seemed to have been negative attitudes on the part
of the residents that were being restrained and the staff that was
doing the restraining, now the underlying tension no longer seems
to be there and is no longer grating on the staff’s nerves. The pa-
tients seem more relaxed, and less frustrated. They're not fighting
all the time to get their restraints off. They seem more independ-
ent and active and more able to maintain their dignity.

The nursing home does not seem like such a prison when you
walk through and do not find people strapped down all the time.
The atmosphere is more comfortable and pleasant and makes one
want to visit more often.
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By -increasing the res1dent’s mobility, I think it makes them
stronger and other potential, secondary complications can be pre-
vented. I realize not all patlents are candidates for the restraint-.
free system, but every s1tuat10n is 1nd1v1dual and needs to be treat-
" ed that way.

. We as family and careglvers feel that Tel Hai has made the rlght
choice in adoptmg the nonrestramt policy.

Thank you. : ,

[Applause.] . ’

+ Mr. LEwis: Thank you.both very much.

-Jill Blakeslee is director for health services for the Kendal Cor-
» poration. She originally joined our staff in 1973 as director of nurs-
ing. She came to Kendal with 13 years of-experience in long-term
care and nursing supervision in Delaware, Pennsylvania, and New
York States. Jill is the person largely responsible for implementing
a no-restraints policy at Kendal, Crosslands, and our other projects.

She has‘written on this topic ‘and made presentations for numer-
ous groups, including the American -Associations of Homes for the
Aging; the National Citizens"Coalition for Nursing Home Reform,
the National Health Lawyers’ Assoc1at10n -and a variety of other
. long-term care organizations. Her article, * “‘Untie the Elderly,” pub-

lished in the American Journal‘of Nursing in June 1988, stimulat-
-ed a nationwide awareness of thls human rlghts concern. :
dJill Blakeslee s

STATEMENT OF JILL BLAKESLEE KENDAL CORP.

Ms BLAKESLEE This is, qulte a mornlng : '
" I must tell you that even through I find myself standlng here in
a state of extreme anxiety before this eminent audience this morn-
ing, it is probably the most gratifying éxperience I have had in my
entire nursing career. It is the culmination of many years of con-
stant effort to prove that safe and reliable care can be given “to our
frall old people without tying thém to their:beds and their chairs.
I must say that this effort would have been entirely futile if it
had not been supported and encouraged by the board and the ad-
“ministration and the wonderful staff and residents at Kendal and
Crosslands. I must take this opportunity to thank them smcerely .
for their help and encouragement
~ Our purpose for this symposium this mormng is. not to make ac-g
cusations of poor care. There are many fine facilities across.our
country who are working very hard to meet and exceed the accept-
ed-and mandated standards of practice. But standards and practice
change over time in our professmn and in any profession, and
today we hope to enlist your.help in effecting the change to re-
. straint-free care for the very special people who live in the nursmg
* Homes across the country
During my 30 years in long-term care, I have. encountered many
_ situations and practices that I didn’t like. Some I have been able to -
change.-Some I have had to accept as the. requ1s1tes of congregate
~ living. But the one thing I could.never accept is the fact that the
frail, old people in the nursing homes of the United States are rou- .
tlnely tied to their beds and thelr chairs and they are left to strug-
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gle and complain and plead to be free, to spend their entire day
concentrating on nothing but getting loose.

While they are doing this, they are becoming emotionally and
physically more frail each day that they must endure these indigni-
ties.

I am going to take a few minutes to show you what physical re-
straints are. I know that many of you in the audience today are
very familiar with what they are, but I feel that some of you may
only have a general idea. A few of you may not know at all.

So if we could just lower the lights a bit so the slides could be
seen—who does that here?

I think it is important that before the day moves on we want to
be sure that everybody here is familiar with what is being used in
the nursing homes across our country.

This is one of the most commonly used type of restraints, the lap
belt. I must point out that all of these people here are healthy and
happy looking and seem very content to have these devices, but
that is not what we see generally.

The Posey vest is another very common device used to fasten
people into their beds or into their chairs. They are tied around
behind the chair, often in great, long knots that take 38 or 4 min-
utes just to untie the knots to get them loose.

This, believe it or not, is called the Houdini. How anybody would
get out of that I don’t know, but I understand they do. They often
get hurt in the process.

This is referred to as the crotch restraint. This device is used to
keep people from sliding out of their wheelchairs. As you can see, if
this person slides forward that device is going to become tighter
and tighter and tighter, and I can’t imagine that there is any level
of comfort in an apparatus such as this.

The Posey vest is often used in beds.

The wrist restraints are most commonly used for people who
have nasal-gastric tubes and are fed through the nose or directly
into the stomach.

This is the wheel chair with the roll bar and the harness that is
sometimes attached to that to keep people from slipping down in
their chairs.

This is the infamous gerichair with the tray across. It keeps
people in the chair and not able to get up and move about.

Why do we use these devices? The reason most often given is
that we want to protect people from falling or eloping from the fa-
cility. The fact is that they are often introduced at a time of ex-
treme emotional distress for the resident. She doesn’t understand
why she is attached to her bed or chair and she becomes increas-
ingly more anxious as she manipulates these ties and she calls out
for help, and anxiety often becomes terror and anger.

The caregivers see this behavior and they are convinced that re-
straint is necessary for her own safety. When the protest doesn’t
result in freedom, the fighting often subsides and resignation and
withdrawal set in.

The resident detaches herself intellectually and emotionally and
moves to a level of existence that we have little hope of reaching.
This is typical of what we see in our nursing homes today. Re-
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straints have saved  her from physical injury, but- have' destroyed
her emotionally for her protection. - Coen T B
Can nursing homes continue these indignities under the guise of
protection and safety? Wé have little official data to prove or dis-
prove that.restraints prevent injury, but we do know that re-
straints cause gross physical deterioration. The physical inactivity .
.resulting from ‘being tied to a:bed or a chair. causes minerals to. -
drain from their bones; muscles to become weak :and-nonfunction-
ing, bladders to overflow and become sluggish and infected, appe-
tites “to decline; -intestinal activity to slow :and constipation to
become chronic, and bed sores to propagate. - =~ -+ .. .
' Combine these with the emotional problems we have préviously
mentioned, and we have to ask outselves what price safety. -
~ As has been said before this morning, from the inception--of
Kéndal and. Crosslands 16 years ago.:we have had:a policy :of -not
using physical restraints. In-addition, sedatives; tranquilizers; and :
. other pacifying drugs are used minimally as therapy, not for. re-
* straint. When they are used, they are monitored closely and always -
modified as necessary and stopped as quickly as possible. - = .
We have faced chiallenges and: problems through the years, but
we have worked with the residents and we have worked with their
families, and we have found’ that most situations have resolved.
themselves within a few weeks; at the most. .Visitors note thedif- .
 ferences 'when they come to:our facilities: . '’ R
The reaction we have heard most during our ‘yéars of speaking
‘out against the use of restraints is that what you do is wonderful.
That’s great work that you ‘do, but we.-can’t 'do it.. We don’t have
_enough staff. - - Com S P ot
Let’s take a look at some of the issues around staffing. The physi-
- cal and emotional deterioration caused by restraints leads to com-
plete depenidence on the caregiver. This is called total care, and it.
requires the highest number of hours per patient pér day. - .*.
- We are mandated to. provide an average of 2.5 hours per patient
per day minimum. I will show you ‘it is not possible to care for-re-
strained residents at 2.5 hours per patientper day. =~ -
If you use restraints, you are required to remove them atleast- 10
' minutes out of every 2 hours during the normal waking hours to
allow the patient to move and to. exercise. For éxample, if we con-
sider that the waking hours are between 6.a.m. and 10 p.m.—that’s
16 hours—and ‘every 2 hours' we must reléase those restraints; '
during.sleeping hours between 10 p.m. and 6 a.m. we must:release
-them at least every 4, we can conservatively estimate that each re-
. lease takes-20 minutes to toilet, to exercise, to change the resident
" if they.are incontinent, and. to give skin care and so forth. .
So during the waking hours we are required to make eight re-
leases at 20 minutes each.-That’s a total of 2 hours and 40 minutes.
- During ‘sleeping hours, two releases at 20 minutes each is ‘an-
“other 40 minutes. So we now have a total of 3.33 hours per patient
- per day just to releasé restraints. = - ' , :
Add to this at least 15 minutes for each of three meals, which is
45 minutes, and at least 30 minutes for bathing, dressing, and so
- forth, that’s another 1.25 hours per-patient per day for feeding and
grooming; and that:is a total of 4.5 hours per patient per day for

. ‘/
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every restrained resident. I'm willing to say there is not a facility
in the country that staffs at 4.5 hours per patient per day.

So these numbers explain that we are not able to care for our
restrained residents as we have been mandated by regulation for
the past number of years.

In addition to that, restrained residents are depressed. They are
physically frail, and they are not very interesting to care for,
frankly. But they do require much physical effort from the care-
giver. The caregiver in a minimally staffed facility is frequently
overburdened, resulting in constant staff turnover, and we’ll never
have enough caregivers.

We at Kendal and Crosslands have been working with several fa-
cilities to help them to eliminate restraints. My colleague, Beryl
Goldman, will be talking about that in more detail in one of the
panels later.

But just for now I would like to say that the staffing at those
facilities runs from 2.5 to 3.5 hours per patient per day. Most of
these facilities have reduced restraint usage substantially, and
none of them have increased staffs because they eliminated re-
straints. So I think it is important to emphasize this morning that
Kendal and Crosslands are no longer the sole providers of re-
straint-free care.

Since 1986 when we first went public with our Kendal-Crosslands
experience, we have been contacted by providers in 37 States. We
are aware of facilities in eight States and three Canadian provinces
right now that are restraint-free or almost restraint-free. So, you
se?!dthis statement that we can do it and you can’t is no longer
valid.

As I have shown you, the use of restraints requires at least as
many care hours as a restraint-free care system if the present regu-
lations are followed when restraints are used. However, I must say
that adequate care of the frail elderly with or without restraints
will only be accomplished when we are able to offer reasonable
daily assignments to the caregiver. The present system of 2.5 hours
per patient per day requires the nursing assistant to carry an as-
signment daily of at least 8 to 10 mostly total-care patients during
waking hours and many, many more during the night.

We overburden the primary caregiver. We pay them minimally.
And then we lament the fact that we can’t attract nor retain good,
caring people with adequate skills.

We can continue to regulate the industry forever and ever, but
until we recognize the fact that caring for our frail elderly takes
more time and attention then we have been able to allow our nurs-
ing assistants to provide we will have little hope of meeting the
intent of these regulations.

However, the use of restraints does not relieve the burden of the
caregiver. Restraints make residents more frail and, in the long
run, demand more hours of care.

Often the situation that ultimately brings the family to the deci-
sion to give up caring for a loved one at home is their persistent
wandering—and particularly at night. After much soul searching
they finally have to admit them to a nursing home where they are
sedated and restrained.
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It .costs $2 000 a- month or more to hve in a’ nursmg home today
If sedatlonr and restraint is the: answer to wandermg, thls k1nd of
care. can be given at home. - ' . -

When asked why he ordered restramts for a. confused res1dent'
who was strangled .in a nursing’ home, a journalist quoted the
doctor who- wrote ‘the. order, and-this is the quote, as published: -
“The middle of the night is a time for sleep. It is not a time for
. ‘wandering the hall. They had-two choices: to sedate or restrain
" her. We need to train .people, especially those. who ‘are confused,
that that’s ‘not .the way thmgs work. You can’t give- 1nd1v1dual
care.’

~Ladies and gentlemen nursmg homes. have an obhgatlon to glve
.and provide.individualized care.

The frail old. people of our Natlon are commltted to our care be-

- éause we are expected to have the-expertise the family can-no. .
longer provide—care for which they often expend all of their finan-.

cial resources to rece1ve It. takes no spemal skills to’ sedate and re-
strain,.- o :
I'd hke you to take a look at what is. happemng in your nursmg'

- homes wherever you, are in this country. Look at the residents who
are restrained. Think about yourselves as' you. grow: old Is that/

_what you would want? -.

.- The elimination of phys1cal restraints is-the s1ngle most 1mpor-‘

" tant factor that can improve: the quality of care in nursing facili-

ties across the Nation. The dehumanizing effect that restraints

have on both the careglver and_the resident has a profound impact
on the total caring 'Process. - Staff become complacent’ about, using -
. them, believe that they are necessary to manage patlents, and con-

. sequently, use them as'a means of control, . . _

. A physical restraint is in direct conflict to autonomy, and its use-_,,

C undermmes the ability of ‘the_caregiver to. percelve and 1nteractv

o w1th the older person ‘as an’ individual. . .

- The new OBRA regulations state, “The res1dent has the r1ght to_
* be free from any physical restraints imposed ‘or psychoactlve drug'
. .administered for purposes' of discipline or convemence and not re-
‘ )qu1red to treat the re81dent s'medical syniptoms.”" -~ i * )

So, you see, the day is approaching ‘when' the use’ of restramtsi“'
rather than the absence of restraints will bring the fac111ty ‘and its
caregivers in jeopardy. So we must start riow to untie the elderly.

" I thank you for:your kind' attentlon And I smcerely hope ‘you -
have a very productive day. , ,

* Mr. LEwis. Thank you very much Jlll * IR

We're a little ahead of our schedule we'll take our break now, ‘
and I'd like to ask you to be back in 15 minutes. That will g1ve us -
more time at the-end for questlons and answers C.

[Recess.] . i Tt

* Mr. LEwis. We'll begin. ~ - L '“

.I'm very pleased to mtroduce to you Mlldred Slmmons the as-

. sistant director of the Office of Health Care and Prevention-in the .

Colorado Department of Health. She also recently ‘assumed the po-

sition: of president of the ‘Association of Health- Famhty Llcensure

and Certification Directors. ’

-~ Mildred Simmons has worked in. all’ aspects of nursing service in -

'hospltals, nursing homes, pubhc health agencws, .and .schools. Her

-
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governmental regulatory experience began 15 years ago in Califor-
nia with the Department of Health as a nurse surveyor and then
led to becoming deputy director of the Department of Health and
various other consultant roles to other States before coming to her
present position with the Colorado Department of Health.

Mildred Simmons.

STATEMENT OF MILDRED SIMMONS

Ms. Simmons. Good morning. It is a privilege to be here this
morning before this group.

I am here before you in four different roles: that as a spokesman
for the Association of Health Facility Licensure and Certification
Directors, which is the regulatory group that investigates com-
plaints in nursing homes, provides surveys in nursing home, and,
in many small ways, provides consultation to nursing home staff.
I'm also here having been a former regulator who did the surveys
in facilities and who has worked in facilities when regulators were
in the nursing homes; I'm also here in the role of a nurse. I’ve been
a nurse in providing all aspects of nursing care for the last 34
years. And, in my fourth role, I share with former panel members
in that I am also the daughter of an Alzheimer’s patient who is
currently in a nursing home in Colorado.

The panel that I am going to introduce to you today brings a di-
versity of thoughts and belief to today’s program on the subject of
restraints. However, we have no differences in the belief that all
residents are entitled to quality of care affording them a high qual-
ity of life, as mandated both in the OBRA requirements and in the
long-term care regulations.

We believe that restraint usage should be studied. We should be
looking towards the goal of reducing inappropriate uses of devices
and chemicals and, when restraining or controlling measures must
be used, there should be an ongoing review of their need with a
focus toward an alternative means of controlling the residents.

This panel believes there are times when restraining measures
must be used and that is unfortunate. The issue, as we will present
in this panel, is not the use of a restraint; it is the overuse and the
misuse of any of these measures.

To begin our presentation we have a very distinguished lady
from the State of Oregon, Joanne Rader, clinical specialist/instruc-
tor in mental health nursing, Benedictine Nursing Center, Mount
Angel, OR; and the Oregon Health Sciences University. Ms Rader
has been the author of numerous publications on wandering and
the anxiety of dementia patients.

Ms. Rader.

STATEMENT OF JOANNE RADER

Ms. Rapgr. Thank you.

I want to share with you today a few thoughts. First, I'd like to
share some of the observations that I have made as I have tried to
be a part of moving our facility toward a nonrestraint philosophy.
The nursing home that I work in is a rural, nonprofit, SNC-ICF
facility. For the past 2 or 3 years we have really been working on
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the larger issue of behavioral management and trying to decrease
the use of physical and chemical- restraints as part of that process.
I have been really inspired along that path by a number of

" people that are here in the audience. The first time I heard about
dramatic changes in the use of restraints was from Lynne Mitchell-
Pedersen in Canada. I have also had the privilege of talking with

* Neville Strumpf and Lois Evans, Carter Williams, and more recent-

ly, with Jill Blakeslee.. Building on their work, we have tried as a
facility, to move forward in using the least restrictive means of re-
straint with residents. - o A , .
One of ‘the.things that I.have discovered is that the use of re-
straints is really deeply enmeshed in our health care system. It is
not becausé ‘“bad "people” work in-or run nursing homes that re-
straints are used: It is:-much more complex than that. '
If we view the.currént use of restraints in too limited a light, .
then our success in decreasing ‘their use will be limited, also.-We.
need to look at the whole picture and how the current use is really

. enmeshed in ourrentire social and health care system. The regula- -

‘tory system,the educational. systems,: the:legal system, as well as

_some of the societal values that we hold all contribute to .the cur-
~ rent overuse of physical restraints. S

- Lois Evans.and-Neville Strumpf quoted .Sister Marilyn Schwab,
~one. -of~my mentors, .who, ;:in the 1970’s, served on -the .Senate
Committee on Aging as a consultant. Her statement in a 1975 article
in the American Journal of Nursing proposed that the overuse of
~medications, restraints, and-side rails was in. part -the result of
pressure.from regulators to prevent falls and wandering away. Many
persons and systems have participated in creating the system as we -
know it today with the overuse of physical restraints. . -
I think it would be.helpful to start by defining restraints because
there really isn’t consensus about what constitutes a restraint. Jill
showed, you some pictures of restraints. . o '

Juan de Fuca Hospital in Vancouver, British' Columbia, ‘defined
restraints as “an externally applied device used to restrict freedom
of movement for extended periods of times.” They included things
‘like lap belts, Posey jackets, and mitts. Their definition “excludes
things that they consider to be safety devices such as side rails, bed
slings, commode and toilet restraints, seat belts, wheelchair trays,
and positioning devices. - T A
‘The next definition which came out of Kendal’s literature defines
restraints as “any device used to inhibit a person’s free physical
‘movement.” It includes things such as the vests, mitts, waist, and
‘then the other things that Jill showed you pictures of earlier. *
- Things Kendal ‘excludes from their definition of restraints, are
seat belts-or side rails that are used with the resident’s pérmission
or at their request. Tilted chairs were also not considered to be re- .
straints. . L '
California developed: regulations several years ago related to re-
straint use. They made a few distinctions. What I'd like to draw
your attention to is angther category of devices they called postural
support, which they did not consider to be restraints. These were
methods used to assist a patient to achieve proper body alignment
and balance, and it included such things as soft ties,,seat belts,

vests, and spring-released trays.
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Again, the intent of these devices was to improve mobility and
independent functioning, prevent falling out of bed or chair, and/or
positioning. They were not done to restrict movement, although
they were the same devices that could be used inappropriately
under their regulation to control or limit movement.

The next definition is from the Benedictine Center, the facility
within which I work. When we were trying to do a study on our
current restraint use we/used the following definition of restraints:
“any mechanical device/ or equipment attached to or adjacent to
the resident’s body that they can’t easily remove which restricts
freedom of movement. It included things such as vest, waist,
pelvic restraint, seat belts, side rails, over-bed tables, gerichairs,
and a wheelchair brakq that was applied in a person who was not
able to figure out how 'to undo the brakes themselves. It also in-
cluded the hand, the mitt, and the wrist restraints.

That is a very broad definition of restraints, and it is really fo-
cusing more on the device rather than the intent of the device.
Again, that was for research purposes. I think there is a difference
between a clinical definition of a restraint and a research defini-
tion of a restraint.

The last definition I wanted to share with you is the OBRA (Om-
nibus Budget Reconciliation Act) definition of restraint, which is
“any manual method or physical or mechanical device, material, or
equipment attached or adjacent to a resident’s body that the indi-
vidual cannot easily remove which restricts freedom of movement
or normal access to one’s body.” It includes such things as leg, arm,
mitt, soft ties, vests, wheelchairs, safety bars, and gerichairs. It ex-
cludes pillows, pads, and removable lap trays.

T}:lese are the formal definitions of restraints that I have encoun-
tered.

Some of the elements used when defining restraints are: First, a
form of physical appliance, second, attached or adjacent to the indi-
vidual, third, the intent of use (for safety or positioning versus re-
striction of movement), fourth, amount of time appliance is used
(temporary or for extended periods), and fifth, residents or families
wishes related to use. )

I believe there is yet no clear consensus about what a restraint is
and under what conditions certain devices become a form of re-
straint. That complicates the task a little bit, although it doesn’t
change the harsh realities that exist. .

Informally, one of the things observed by caregivers is that in
some views and in some States secured units designed for persons
with dementia have been defined as a form of restraint. Facilities
have been cited for placing residents in special secured units with-
out going through a formal commitment process.

Some surveyors have looked at recliners as being a form of re-
straint. A black grid on the floor that was to prevent people from
walking over it and going out the door was also defined—again,
through a survey process—as being a form of a restraint.

So I think one of the things that we are up against is an incon-
sistent clinical definition about what is a restraint and what is not.

Lynne-Mitchell-Pedersen’s wark identified common reasons re-
straints are used. She identified four categories of behaviors likely
to result in the use of restrain}:’s: There are people that (1) are un-
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" safely ‘mobile; (2) with disruptive- or aggressive behavior; (3) inter-
fere with life support;«(4) are wandering. I've added another one to
that list, those that need postural support-and positioning, because
in my definition of restraint I include postural supports as a form
of restraint. = - o 7 S
" Basically, when you’re dealing with so many different reasons for
restraining people you have to individualizé the care to arrive at a
solution and that can be complicated. S _
We have been able to decrease our use of both physical and
chemical restraints dramatically in the last 2 to 3“years. Different
types of problems require different. levels of -solutions. For some
residents its been quite simple to get them restraint-free. Others.
required additional resources. It has been an incremental process..
One of the things I have observed is that perhaps 50 to 60 per-
cent of the people that are currently in restraints could be re-

" straint free simply by introducing the concept of non-restraint to

the family, to the residents, to the staff, to the boards' of ‘the facili-
‘ties; by giving the staff-and the family permission to decrease the
use; by relieving the fears of being to blame for falls or injuries;
and through-education on the issues of safety versus freedom and
" the ‘ethical dilemmas that are involved.“These are fairly simple,
basic strategies. ' ' o 4

The next level is more -intensive in terms of resources. This re-
quires probably more eéducation of the staff in the areas of problem
identification and individualized care. It also requires additional
equipment, consultation, and staff time. I believe that about 30 to
40 percent of the people can become restraint free when we provide
this level support. : : '

The most complex level includes approximately 5 to 10 percent of
those currently in restraints. I can’t figure out how to get this
group completely restraint free without tremendous risk to their
safety and well being. I use the broadest definition of the term here
which includes postural support. g
. T'think it will help for us all to look at decreasing the use of re-
straints as an incremental process that requires different resources
(flepending upon the types of residents you are getting restraint

Tee. ' :

T think-I'm out of time, but let me just share one more thought.
There is tremendous excitement out there in facilities toward de-
veloping and implementing a nonrestraint philosphy. It is no fun to

- be the one that has to tie someone down when they don’t want to
be tied down. I can tell you that from experience.

We need to really provide the permission, support and education
to the staff as we work toward these goals. We have to look at the
donut.and not the hole. If we focus on who isn’t restraint free
when there has been a dramatic change in getting 50 percent re-
straint free, then we're going to demoralize the staff. I think we
have to be aware that it takes knowledge, skill, experience and
time to change the force that created the current overuse of re-
straints. - I v o

Let me share one example with you. A facility told me of an 85
year old woman who liked to carry a babydoll as she paced the
floor. She had a circulatory problem that resulted and stasis ulcers
on her legs. C . : :



17

She needed to get off her feet more to heal those ulcers. The
nursing staff couldn’t bear the thought of restraining her, and so
they got their heads together to come up with an alternative ap-
proach. This is what they did.

The took her doll. They took the head off her doll. They filled
her doll with 7 pounds of bird seed. They put the head back on.
They gave her the doll. Now when she was walking with the doll
she had a very heavy baby. They'd say, “That doll is so heavy. Why
don’t you sit down and I'll put your feet up.” That’s how they were
able to heal her leg ulcers without using a form of physical re-
straint. That is a heck of a lot more fun than tying a person down.

Thank you very much.

Ms. Simmons. The worst part about being a panel moderator is
that one must also be a time keeper.

Our second panelist brings the views of a facility administrator.
Fred Watson is the administrator of Christian City Convalescent
Hospital in Atlanta, GA. Mr. Watson will provide his perspective
on the use of restraints.

STATEMENT OF FRED WATSON

Mr. WarsoN. Mildred said we only have 5 minutes, and I talk
much slower than she does. [Laughter.]

I appreciate the opportunity to be here today.

I'm also a member of the American Health Care Association. We
represent over 10,000 members. Qur association supports the Omni-
bus Reconciliation Act of 1987. We also support the new regula-
tions and the new interpretive guidelines, and we do feel that the
reduction of unnecessary restraints and misuse of restraints will
certainly result in better quality of care and better quality of life.

Our culture and our society just really hasn’t been willing to
deal with this matter. We’ve been using restraints for over 40 years
now. We don’t know if there is a better way. We think there is a
better way, but we've got to find out.

I believe when our Nation sees that there are better options
available and the American public demands that something else be
done and we are willing to pay for the resources necessary to do
this, I think we will see the changes that we all want to see.

Administrators and nurses right now are really caught in a vise
between the consumer, the regulatory pressures from the survey-
ors, on the one hand, and the insurance companies and families, on
the other hand.

Regardless of what we hear today, there still are attorneys out
there and there still are families that are wanting and willing to
sue if a home doesn’t use protective devices to protect the safety of
the residents. We've got to get over that hurdle.

I had a family just recently where their mother fell. It was an
accident. The family came to me and said, “Okay, she’s fallen once,
but if she falls again I'm going to sue you.” So that’s the pressure
that the administrator and nurses are under, and we have to deal
with those kind of pressures.

Our facility opened 12 years ago, and we were restraint-free for
about a year and a half. Now we are not. We have about 20 to 30
percent of our residents that are currently restrained, many of
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.which do want to be restrained and have requested that the re-
straints be applied. :* S . S
We have discussed numerous times with the residents’ counsel .
and the family counsel in our facilities. The residents and the fami-
lies tell us—some of them—they want to use the safety belts and
the devices. They don’t want them removed. B
.- We've got two problems. The primary reason we .use safety-de-
“vices is to protect the safety of the residents. We feel like we ‘give
good care. We only have one decubitus in‘our entire.facility. We-do
- try to follow the regulations of the proper release. I'm.ngt going.to
dispute .the statistics presented earlier, but I think there needs-to
be more study on the staff time it takes to manage residents.in re-
straints and those that are not in restraints. -~ - . '
Also, the residents say, “I want that person restrained because I
don’t want them coming into my room and taking things off of my
nightstand.” So' we do have a problem with wandering- residents -
‘ Evithin the facility and the .protection of the rights.of the other resi-
ents. . o . T
‘We. recently had six nurses visit us from Manchester, England.
The purpose of having them come over to our facility was to ex-
plore the restraint-free environment that they have. They summed
up the differences in their country and ours in two words ‘‘culture” -
* and “litigation.” o L
Over there they accept the fact that residents: will fall. They .
*- know residents are going to-fall. There is no litigation ‘there. These
nurses served in' three ‘different facilities in Manchéster, England.
.'None of them have private rooms and semi-private rooms. They. are-
all open-type wards and the nurses are ableto-observe the resi- -

. dents for potential falls much better than they do in the semi-pri- .

vate and the private accommodations that we have in’ this country. .
With- the new regulations that were ‘passed and. will be imple-
mented in October 1990 T believe we are going to see a big change.
We support those regulations and we're-not going to have business
as usual. I believe if we give those regulations a chance to work
and through the new assessment process and the care planning
process- we're going to see a dramatic change in-the use of re-
straints in this country. . = - o 5
" There are over ‘16,000 homes in the country. We -have been told
this morning there only about a dozen that are restraint-free, so
we've got a long way to go. There are a lot of-homes already—prob-"
ably 1,500 to 2,000—that have a very minimal use of restraints. So -
there are some homes that are doing a good.job. - ’
. - We need to continue to work to reduce restraints in this country,
to take the legal issue of whether to use restraints or not out of the
_.courts—and if you have to go to court do it on-whether a facility

'~ gives good care or not, not whether it uses a restraint or not.

. T need to talk just a-moment about the resources and funding. -
. Most -facilities across the country are faced with the lack ‘of ade-
 quate personnel to work in‘long-term-care: Many States only-reim-
burse, as we have heard, for about.2 hours or 2% hours of care per -
.- resident. per'day in a nursing home. This.is very inadequate; and I .
- must ‘admit" it contributes'to whether or not a facility uses re- -
‘straints. If d:facility has 50 residents on a wing or a floor and at
‘mealtime 25 of: those: residents have to-be fed by the staff, and
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you've got 2 or 5 or 10 other residents that are wandering, it is im-
possible with three or four personnel to manage all of them. So we
do need to study that issue more.

We need at least 4 hours to care for a restraint-free environment.
I'm not sure our State of Georgia is willing to pay or can pay for
that kind of staffing at this time.

Our reimbursement rate is an average of $40 per day. You can’t
get an inexpensive motel for $40 a day. That’s what we are up
against.

dJust to add 1 hour of additional care per patient per day would
cost the taxpayers half a billion dollars a year, so it is going to cost
us more money, I believe, to be in a restraint-free environment.

Some States actually have case mix reimbursement systems that
actually pay more for a facility to use restraints on the assumption
that persons in restraints requires more staff time, so we've got to
deal with that conflict. It is actually an incentive in some States to
use restraints.

I feel that we do need more studies, more information, and more
data. Whether we do it through Health Care Financing Adminis-
tration or whether we do it with an independent study, let’s get a
real handle on this. Let’s find out what the insurance companies
feel. Let’s see what the litigation factors are going to be. Let’s see
what impact it is going to have on the staffing.

I think we can achieve the goal which we are trying to accom-
plish here today.

Thank you.

Ms. Stmmons. To bring another perspective to this issue, it is my
pleasure to present Arnold Silverman, representing the manufac-
turer of restraining devices. Mr. Silverman is the president of Skil-
Care Corporation of Yonkers, NY.

Mr. Silverman.

STATEMENT OF ARNOLD SILVERMAN

Mr. SiLverRMAN. Thank you.

As Mildred noted, I represent Skil-Care, a company that manu-
factures a broad range of patient safety and comfort products,
among them restraints.

In regard to the use or nonuse of restraints, I'd like to concen-
trate my remarks in three areas—responsibility, input, and op-
tions. These, by the way, form the very attractive acronym of RIO,
which, quite honestly, is where I'd rather be right now. [Laughter.]

It sure beats being a restraint manufacturer at an “Untie the El-
derly” symposium. [Laughter.]

But anyway, responsibility for patient safety, comfort, health,
and dignity is shared among caregivers, providers, advocates of re-
straint-free facilities, lawmakers, and manufacturers. All of us
have a responsibility.

Facilities and the professionals who run them have the responsi-
bility—medically, ethically, legally—to follow the very reasonable
and human requirements set forth by the Health Care Finance Ad-
ministration which states, “The resident has the right to be free of
physical restraints imposed for the purposes of discipline or con-
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vemence ‘and .not requlred to treat the patlent’s medical symp-
toms.”

While limiting the hkehhood of their: abuse, this rule also ac-.
‘knowledges that there perhaps are conditions under which these
devices may be necessary. Caregivers, therefore, have the responsi-
bility to examine all alternatives to restraints and to use their pro-
fessional judgments to make informed decisions as to when and in
'Whlch specific cases these alternatives may be used.

‘Advocates of restraint-free facilities have a responsibility. Thelr
respons1b1hty is to prov1de caregivers with concrete, realistic .alter-
natives that these caregivers can consider; evaluate, test, and com-
pare. Providing broad nonspecific -answers to 1mportant ‘questions
about patient.safety is perhaps an evasion of responsibility. Telling
providers—as Untie the Elderly did in their August, 1989, newslet-
. ter—that alternatives must be tried until something works 1s, .to
my mind,.a risky and perhaps unsatisfactory suggestion: ,

We. manufacturers have responsibilities, too. We have a lot- of
. them. Among them is the need to-monitor the ways in which our

‘restraints are applied. One of the ‘most frequently used dev1ces is
the cross-over vest. | have a picture of it. .

It was determlned that many restraint-related 1nc1dents were the

result of this vest being applied backwards, which you can see in

the lower corner there, with the opening to the patient’s back and .

the neckline up near the patlent’s throat. This was dangerous.

‘Therefore, as a part of our instriictions and our educational ma-
terials, we ‘very strongly emphasized that this method, which is
very commonly used in nursing homes, is not-the way to do it. This :
illustration, by the _way, 1s from our 1n-serv1ce video on the use of .
restraints. ‘ .

We are conﬁdent that- makmg careg1vers aware of this and per-
l(’llaps other problems w1ll substantially- reduce restramt-related inci-

ents.

In line with that we manufacturers have the responsibility to
provide in-service: ‘material to make certain that those who select
.and: apply devices do so correctly. We have a competénce-based in-
service program that not only includes’'a videotape demonstration
of -how to use restraints, but there ‘is' also-an' in‘service manual.
This manual has within it testing procedures that -determine or -
that help-the .in-service director to-determine competence -before
that device or those devices are used on the wards.

. Manufacturers further have the responsibility to listen to health

‘care professionals and to work with themi to design alternatives to

certain kinds of restraints. In a few minutes I am going to show
" you some of those alternatives.

Lawmakers have the responsibility. of draftmg and enacting the
laws that will form the basis of the-ways in-which we care for our
elderly. To discharge that responsibility it is vital that all informed
points of view are solicited and considered before any decisions are
made .and any policies formulated that would affect the broad
range of options from which nursing care professionals may choose
in determining the best and safest ways to care for their patients.

Failure to establish a consensus‘on the issue of restraints may
lead to pohc1es that could, 1ndeed threaten the safety of aged pa-
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tients. Lawmakers—indeed, all of us—need more information about
restraints. We need input.

A comprehensive review of the literature dealing with restraints
appeared in the January 1989, Journal of the American Geriatric
Society. Its authors state, “Since 1980, the literature regarding re-
straint use with the elderly has increased markedly. Actual re-
search on physical restraint is, however, sparse.”

Untie the Elderly echoes this. In the small group notes from
their August 9, 1989, planning meeting they state, “Very little re-
search has been done on the issue of restraints up until this point.”
Indeed, they go on to define these areas as areas in which we need
research: impact on patients. Are there some individuals who need
them? Are there some conditions that warrant their use?

This call for research and input is well taken. Doctor John Blass,
by the way, chairman of the President’s Committee on Alzheimer's
Disease, has specifically stated that there is a great need for fund-
ing for research in the use of restraints.

This research, this input, should come from facilities with di-
verse patient populations and staffing conditions, from risk manag-
ers, nurses, doctors, manufacturers, and from patients and families,
too.

From input we develop options. I want to speak specifically about
some options that we offer.

Our company takes a minimalist position on the use of patient
safety aids. We believe in using the least restrictive devices possi-
ble to meet a patient safety need. For example, sliding out of
wheelchairs is a problem that one encounters among a good
number of nursing home residents. I have a slide here.

For some patients, a wedge-shaped cushion like this is sufficient
to prevent forward sliding; however, if this doesn’t work we may
want to try this next device, which is a pommel cushion. It is a gel
cushion. A patient sits on this comfortably, and that foam protru-
sion keeps them from going forward.

If this doesn’t work, a patient may require an even more secure
slider belt. This belt, by the way, was developed by a facility and
recommended to us.

Many patients—most patients, indeed—require no more than a
simple wheelchair belt. For those who can get up and walk around
unassisted we have this easy-open, velcro-type belt. Patients can
open it up and get up and walk around, but when they’re seated
they can have a sense of safety. So here we are combining safety
with autonomy.

Other patients, who should not walk about unassisted, may find
this belt an invitation to injury. That’s why we also offer this poly-
foam padded belt that ties behind the wheelchair out of the pa-
tient’s reach.

The caregiver should have the option of selecting the appropriate
belt based on his or her personal knowledge of the patient’s capa-
bilities or limitations. Now, this is not an option I think we should
eliminate.

I want to conclude my remarks by again quoting from the article
in the Journal of the American Geriatric Society—and Linda
Evans, one of its authors, is here today. The article says,
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-- With: an. incfeasingly’ frail aging -population,; situations, where elders - appear

‘unsafe, uncooperative, or noncompliant with care will become, commonplace. The

need, therefore, to balance autonomy, patiént safety, and quality of life will be es-

’* sential. A remaining challenge in meetinig this need for patient care'is the develop-
“‘ment and:testing of alternative méasures to physicial restraint. :° o e

" This'is,.indeed, a responsible statement. It calls for input and it

- does not-limit' options. Wé, in the health care products manufactur-

- ing industry, accept this asourgoal. ="~ . = ..

+ "I want to'thank you for your:attention. - * . 0

“zOur last, présenter will focus onr the risk management perspective

. on the use. of restraints. David Mettler is’the director of Risk Man-
~agement, The:Hillhaven Corporation, Tacoma, WA. ™ . . = "~

" Mr. Mettler. RO L ‘

, % - . .. STATEMENT-OF DAVID METTLER ' *
© M#, MerTLer. Thank'y o, . .- 77 LT
‘First of all; 'm not a public speaker..1 am a.risk manager. So
please excuse mevif-1 do stumble a littlebitrand-read some’ of my
~notes rather‘than talk directly to you. .- =~ 07 0 e
" When T first was informed of the opportunity to ‘present to this

group I went to our legal “counsel and discussed the title of the
symposium, ‘“Untie the Elderly: Quality Care Without Restraints.”
‘We maybe suggested a different title; from the risk management
perspective,-éfUhtie.;the Elderly, Tie up the Attorneys.” ' | -

PSR

That kind:of

v ) gives-you' some background as, to “where I.am
' Coml,hg',fl'd,rnr L AR s R

- Hillhaven is.a large"company that operates approximately 345
skilled and-intermediate.care.facilities in about:38 states. We have
about 42,000-plus licensed-beds: We also-opérate retail pharmacies
~and- institutional pharihacies and operate: several” retirement “cen-
ters. We employ approximately 35,000 people,” * - ‘= Ui G

."The United ‘States, as you all are aware; ‘is a-litigious ‘society
" which looks to the courts'to solve many of our problems. It is in-.
_creasingly true in.regards to:.the elderly. Many people-believe that
‘when an ‘injury-eccurs someoneé .is“to blame and should be sued.
- Other countries; particularly Europeans, sée health care as a comi--
pact with the government and, therefore, have few}"if any, lawsuits '
involving negligent'care.” =, - P S
Liability issués are present’for both use and nonuse of restraints. ..
Hillhaven- facilities ‘have been suéd—sometimes successfully, ‘otlier ..
times-not——for failing:to. use resident resttaints. Improperly applied
restraints have also been causes of action. ~ = e S0
A facility that for philosophical reasons operates under-a re- .
straint-freé policy might inherently be tommitting a negligent act
by failing to-restrain‘a resident who required restraints irrespéc-
tive:of what other’ steps it took to prevent the residéent from injur-
ing himself. .~ ' . ' . o o
-“In certain circumstances where restraints-are considered to be’
part.of the treatment, nonuse may‘constitute medical malpractice.
‘We have had several allegations to that fact.. R
Most incidents in which an unrestrained resident was injured do
not result in a reported judicial opinion. The fact that some of the
jury verdicts against the facilities. were reversed on appeal or that
- the case was settled prior to the trial has little bearing on-the eval-
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uation of risk exposures in this area. The company and/or its in-
surers still have to expend significant sums of money to defend
itself. In addition, outside of the litigation, the adverse publicity as-
sociated with such incidents and the resultant damage to the facili-
ty’s reputation are reasons to be concerned with restraint policies
and procedures.

I pose a question. If restraints were totally eliminated, will the
facility be relieved of any responsibility for resultant injuries al-
leged to have been caused by lack of restraints? Will there be im-
munity from liability? I suggest probably not.

Another issue is employee safety. Most nursing home injuries to
employees in our facilities occur during transfer or handling of
residents. With less use of restraints there may be an increase in
the number of incidents of employee injuries due to staff trying to
prevent resident falls. We need to further study this area.

We generally support the movement to less use of restraints. We
support the Health Care Financing Administration’s interpretive
guidelines that state that the resident has a right to be free from
any restraints administered for the purposes of discipline or con-
venience and not required to treat the resident’s medical symp-
toms. Our facilities use restraints only when appropriate and pur-
suant to physician orders.

We believe that the use of restraints should be assessed consider-
ing the evaluation of each resident’s mental and physical abilities
by the treating physician in conjunction with the desires of the
resident and the resident’s family. The safety and well-being of the
residents should always be a determining factor.

Sometimes it may even be necessary to restrict the rights of an
individual resident in order to provide for the health and safety of
others. For example, an abusive or an aggressive resident whose ac-
tivity is not restricted in some way may pose a risk of harm to
other patients and staff.

We are concerned about any potential or existing legislation that
" mandates total elimination of restraints without regard to other
factors such as, one, physician orders for the safety of the resident;
two, resident and/or family desires; three, training with related ex-
penses necessary to achieve a reduction or elimination of restraint
usage; four, inadequate reimbursement levels for existing costs, let
alone increased costs associated with such legislation.

Risks inherent in not restraining a resident whose medical condi-
tion indicates that the use of restraints is a prudent course of
action are significant. The courts continue to impose liability in sit-
uations where none previously existed. Making the transition to a
completely restraint-free environment is difficult.

Hillhaven has undertaken several pilot projects at our facilities
to evaluate the implications of using fewer restraints and exploring
alternative behavior modification in appropriate residents. So far
results have been very encouraging.

In summary, while we all can agree that overuse or wholesale
use of restraints is not desirable, it is equally wrong to say no re-
straints should ever be used. Since a number of court cases have
held that the use of restraints may constitute medical care and
treatment, the government should not be precribing medicine. Only
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hcensed health care practltloners can treat patlents and’ ensure the

" d1gn1ty and safety of all residents. -

- In closing, this:is not a black and whlte issue. That restraints are

. _-not-good- orare always: good .or always bad is not the question.
- Their use ‘must-depend on the specific needs of each resident. Be-

cause :each resident is different, -the treatment of each resident

g-must be based on his or her-own:problems and needs. The physi-
- cian,*family, and other caregivers must. be able to explore all op-
.o tlons for care in treating each resident. -

- We.recommend that any program aimed at reducing or eliminat-
ing restraints be undertaken in a careful, slow, cautious manner to
fully assess the abilities of each resident and to adequately . educate

" residents’ families, treating physicians, and staff in properly caring

for residents i in a new env1ronment
Thank you. - :
Ms. Simmons. You've been privileged to hear from four very ar- -

. ticulate individuals who have expressed their beliefs, their con-
_cerns, and alternative pomts of view to a 100 percent restraint-free .

environment. Their views are, I'm sure, shared by many in this

. room and in the long-term care community.

‘This is not the naysayer panel; but, rather, the group that. says
more work must-be done in this area for a restraint-proper, not a

- restraint-free, environment can exist.

We believe the issue of restralnt or control and patlent rlghts

‘must be studied.

As the spokesperson for the regulatory professmn, I'm hopeful- ‘
that the issue of moving into a restraint-free or restraint-proper en-

. vironment will proceed’ slowly and cautiously to assure that resi-

dents are -protected and families are assured that proper care is-

- provided by those.to. whom they have entrusted their most valued
possession—a mother, a father, a wife, or other.

States must be ready and willing to increase ex1st1ng staffing

.». ratios. In my own State of Colorado, the mandated staffing ratio is

2 hours per.- patlent day—clearly not at a level to go into this new
concept. '

This panel would like to offer the followmg recommendatlons ‘to
the Senate Spec1al Committee on Aging.

One, the convening of a special committee cornposed of represent-
atives -of: consumers, providers, family members, regulators—both
State and Federal—manufacturers, insurers, legal experts, advo-
cates, and the public, geographically selected, to discuss the use of

- devices and chemicals and to provide a report to this committee in-
- cluding recommendations specific .to- the 'potential for a restraint-
free environment. This must include ‘a report on the addltlonal

costs to the Medicare and Medicaid programs. .
Our second recommendation is the establishment of several pllot
projects to study this issue involving different patient payment
sources, differing payment populations, and from both' large and
small States in several areas of our country. ‘
We would also like to see the -establishment of a centralized

' clearinghouse for information on the subject of restraints, 1nclud-

ing alternatives to any devices and chemicals.
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Our fourth recommendation is increased information and train-
ing to consumers, to families, and to the public about the use and
misuse of restraints.

The current training requirements under Medicare and Medicaid
only apply to facility staff. We believe that families must also be
alerted to the misuse of restraints and that there are, indeed, alter-
natives.

Finally, an in-depth study including Medicare and Medicaid
funding in all States to determine the total cost of a restraint-free
environment.

The focus of HCFA currently is to encourage States to establish a
case mix reimbursement system—which, incidentally, as you
heard, provides an incentive to those facilities who have patients in
restraints. We believe that the incentive should be redirected
toward the use of alternatives in the use of restraints.

Finally, would we hope that the move toward a restraint-proper
environment allows for an appropriate, well-monitored use of de-
vices and chemicals when medically needed, as defined in an accu-
rate resident assessment.

On behalf of the panel I would like to thank you for your atten-
::iion. If we can provide any further information, we will be here all

ay.

Thank you.

Mr. LEwis. We-now have two speakers to address the legal issues

. involved-in the use of restraints. Alan R. Hunt, Esq., of Montgom-
-ery, McCracken, Walker & Rhoads, Philadelphia, is vice chair of
the firm’s Health, Education, and Nonprofit Department. A gradu-
ate of the University of Michigan Law School with an advanced
degree fromr Harvard Law School, he has over 30 years’ experience
in health care and nonprofit corporation law, as well as trust, es-
tates, and fiduciary administration. Mr. Hunt speaks frequently on
health care and nonprofit issues and has authored a number of ar-
ticles and monographs on aspects of health care.

He also serves as chairman of the board of the Kendal Corpora-
tion. He has made numerous presentations on the legal ramifica-
tions of restraint elimination.

Alan Hunt.

STATEMENT OF ALAN R. HUNT, ESQ.

Mr. Hunt. Thank you, Lloyd.

I've done a paper, which I understand will be available to you
before the day ends, in which I have gone quite deeply into the
cases—everything we can find out from the cases about the legal
liabilities resulting from failure to restrain or from misuse of re-
straints.”

I don’t think it is useful to stand here and run through all those
cases with you. I do hope that this paper, which I would regard as
in the nature of a brief, will be something that will be useful, at
least to some of you, to take with you, to talk with others about, to
show to others, and try to bring this nagging question of legal li-
ability out into the open and expose it for what it is.

*See appendix 2, p. 197.

~NE YT MY Fa¥al ~
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I do want to just let you.have the conclusmn of this paper, which
I put at the beginning. :

"Health care- institutions may abandon the use of physical restraints without-in-
curring -a significant risk of being sued for malpractice. There are few precedents
supporting successful malpractice .claims’ agdinst long-term care facilltles based
upon a failure to restrain.

In fact, the striking conclusiori from an examination of casés involving restramts
both in nursing homes and in hospitals is that the use of restraints has produced

~ more successful lawsuits than nonuse.’ - o .

[Applause.]

Moreover, the strong trend of Federal regulations to limit use of restraints makes
it even less likely that a failure to restrain will be held actionable in the future.

You have heard the text of those new regulations, and I'm told
that, as a. practlcal matter, they are already, in many cases, being
observed

- Now, you can argue, I thmk and quibble around the edges a
little, but I don’t think any falr-mlnded lawyer looking at the cases,
lookmg at what courts have written and what courts have decided,
could quarrel with the conclusion that I have just given to you.

/  We are, indeed, litigious. If we are so litigious, why are there SO
few cases upholdmg liability for failure to restrain?

The sad fact is that probably the reason is the limited economic
worth of injuries to or death of a frail, elderly person. If you want
to put the worst face on it for the attorneys, there isn’t that much
incentive.

I can accept the fact that there is often famlhal resentment or
grief or anger, but Just as an- economic "proposition, brlnglng law-
suits growing out of injuries to frall ‘elderly people is not a very
promising business: - o

- We are now, with these new regulatlons, enterlng a brand new
legal -environment.-I would suggest to you that.if there was very
little evidence of liability before growing out of failure to restrain,
with the new regulations I really don’t see these cases bemg
brought or brought successfully at all. By the way, I would agree
with the representative of the insurance company that lawsuits are
to be avoided, not to be won. The important thing is not to get in a
lawsuit. I appreciate all the negative aspects of that, and nothing I

- say should be regarded as taking away from that. .

If there is any remalmng doubt let me Just glve you a couple of
real horribles.

There.is an Alabama case which is current right now—we moni-
tor it on a weekly basis to try to find out the latest developments—
in which $2.5 million in damages was awarded for the accidental
strangulation of an 86-year-old woman. An incorrect size vest was
used, the staffing was inadequate, and the staff was not trained in
the use of the restraint.

Now, that amount of money sounds pretty inconsistent with
what I just said about the limited economic value of frail, elderly
persons, and, indeed, that’s true. I think clearly this was a punitive
_award, and an effort is being made right now to set aside or to
knock down the amount of the award. That hearing was supposed
to be in October. We haven’t been able to find out just exactly
what has happened. I do think an award like that is plainly exces-
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sive unless there were just extraordinary circumstances that don’t
appear in what has been available to us.

There is a criminal case which has arisen in Denver. We have
been in touch with the District Attorney’s office out there. The pre-
liminary hearing is scheduled for January. This involved the death
of a schizophrenic, elderly, blind woman. A Posey vest was put on
backwards. The patient’s door was closed—against the regulations
of the nursing: home. The patient strangled. The probable charge
here xﬁill be negligent homicide. So there is a criminal aspect here,
as well.

In giving. the cases and the results of cases around the country, it
has been brought to my attention that this isn’t, by any means, all
of the picture. The real picture and real reality is in countless deci-
sions and conversations and dialogs between nursing homes and
their insurance carriers, and that’s where it is really at. I accept
that. I think we have a lot of work to do in that area.

I talked with the safety engineer of a major insurance carrier in
Philadelphia and I asked him what their view was about restraints,
how they approached restraints. He. said very carefully. He said
they are probably—the balance is swinging—they are probably
.more concerned now with the misuse or inappropriate use of re-
.- straints than they_are with the failure to restrain. They are very,
. very interested in.going around and examining practices and talk-
ing with people-about-what- they do, with whether the use of re-
straints has been adequately documented and adequately supported
by prescription, and the like.

They have, by no means, a blanket bias in favor of the use of re-
straints. If anything, I would say their bias has now shifted the
other way.

I tell you this. It is not a national study. Plainly, it is one compa-
ny, one experience. I think we need to know a lot more about the
attitudes of carriers and spend a lot more time in this area talking
with them and trying to make clear to them that they are operat-
ing now, since the new regulations, in a totally different legal envi-
ronment.

What I think we have now is really kind of a dinosaur problem.
We've got this old mythology out there about legal liability that a
lot of people continue to believe, and yet the cases are to the con-
trary. What do we do about that? I hope it will be helpful to give
you the kind of legal material that I have put together and that
Marshall has, as well.

I hope we can spend some time surveying and talking with insur-
ance carriers across the country, getting a much deeper, broader
feel for this question than we have now. I hope we can spend more
time getting the word out to doctors, who certainly have to be con-
cerned and are very much concerned with liability questions. And I
hope, finally, that we can get the word out to any boards of direc-
tors, administrators, and directors of nurses, who are not really
thinking correctly, who have not been correctly informed on these
liability issues.

It is at that point, of course, that I turn to you. I hope that you
will return home—any of you who did not come with the correct
ideas—and spread the good word where you are.

Thank you.
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Mr Lewis. Thank you.very much, Alan o

Marshall B. Kapp was educated at Johns  Hopkins* Un1vers1ty,
- George Washington University, and- Harvard University. In addi-
tion, he'is a licenséd nursmg home adm1mstrator in the Dlstr1ct of
. Columbia. *

‘In his positions w1th the Health Care Flnancmg Adm1mstrat1on
and. the New -York State Office of Federal Affairs he gained sub-
stantial experlence in health regulatlon in- general ‘ahd in agmg in
particular. ..

Since August 1980 he has been a faculty member of the School
of Medicine at Wr1ght ‘State University in Dayton, OH, -and' a
member: of the Steering' Committee for the WSU Center on Agmg
Research, Educatlon, and Service."

: Marshall Kapp is widely respected for hlS wntmg on the legal
- aspects of aging and health ¢ care. S L ‘
: Marshall Kapp o R S

STATEMENT OF MARSHALL KAPP

" Mr. Karp. Good morning.’ It is a pleasure to come to Wash1ngton .

" to hear, attorneys get beat up upon., [Laughter.] . . :
" As the only attorney in a medlcal school, I'm k1nd of used to
that. . ‘

I'm gomg to try .not to repeat too much of what Mr Hunt sa1d
" although there will be some overlap. Hopefully that overlap means'
that we are right”

At a recent meeting of the Gerontologlcal Soclety of Amer1ca, I
- conducted a -poster . presentation on the prevalence of legal risk
management systems—organized, internal approaches to the iden-
tification, prevention, and mitigation of .incidents that might lead
to potent1al legal.claims—in American nursing homes. :

During the course of 90 minutes I was struck by the fact that
four separate.individuals, totally independent of each other, ap-
" proached me and asked if, by risk management, I was referring.to
"such practices as phys1cally restraining nursing home residents- so
" that they do not fall down; _injure themselves, and bring lawsuits
against the facility. This was the image that the people looking at .
a presentation on risk management had of what risk management .
is all about. .. :

Apprehension: of legal l1ab111ty is frequently used as a pretext for

* actions actually based on ‘professional bias, staff convenience, be-
havior control, and ‘as we have heard this mornlng, financial in-
centives.
" Physical restraints have been used historically in this country
since long before the litigation explosion of the past quarter centu-
ry, long before invention ‘of the concept of defensive medicine.
Nonetheless, there is little doubt that, to a significant extent, a sin-
cere fear of liability—or at.least of litigation—fuels the widespread
practice of physically restraining residents of nursing homes in the
United States today.

Regrettably, I thmk some legal commentators and risk manag-
ers unduly exacerbate this anxiety. Attorneys and risk managers
can function either as.paid paranoids or as enablers. It seems to me
that, in addition to addressing all the groups that Mr. Hunt urged
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that we address, we've also got to educate the attorneys and the
risk managers who fuel the paranoia and the anxiety among
health care providers.

As has been urged in a recent editorial in The Gerontologist,
“The legal noose now thought to be around the necks of the nurse,
physician, and nursing home administrator who do not restraint
every resident who falls or may fall must be exposed for the myth
it is.”

In my brief time today I propose to take up this challenge by,
first, pilacing the legal risks associated with nonrestraint of resi-
dents into some realistic perspective. I don’t think either Mr. Hunt
or I are “Pollyanna-ish” about potential exposure of nursing homes
and their personnel to legal risks associated with nonrestraints,
but what we do want to do is put those risks into some realistic
perspective. Second, I will suggest risk management strategies for
providers to reduce these risks even further. Finally I will suggest
some public policy options for overcoming the legal paranoia that
too often dictates the improper and deleterious use of physical re-
straints in American nursing homes.

I don’t know personally if we can achieve a restraint-free long-
term care environment, but it seems to me the key issue is where
the presumption is going to lie. Are we going to have a long-term
care system where we entertain a presumption against restraint
and on a case-by-case basis decide, in some cases, that restraints
may be needed and where the burden of proof rests with and is
met by he or she that would impose the restraint? Or, are we going
to have the kind of system that, unfortunately, we largely have
today where the presumption is in favor of routine, indiscriminate
restraints and it is, indeed, the exception where that presumption
is overcome?

First, let us put the legal risks into perspective. Although their
number has been relatively small in terms of overall health care
malpractice litigation, there indeed have been some lawsuits, which
you have heard about today, in which nursing homes and their per-
sonnel have been held legally responsible for injuries incurred by
nonrestrained residents. This fact does not by any means, however,
support the notion that widespread, indiscriminate, routine use of
physical restraints is a prudent, effective form of defensive medi-
cine or risk management for providers.

First, lawsuits are not successfully prosecuted against facilities
solely for failure to restrain a resident. Prevailing plaintiffs have
had to prove, by a preponderance of evidence, other elements of
negligence such as improper assessment of the resident, a failure to
monitor the restraint appropriately, inadequate documentation
concerning resident care, or failure to respond to the fall in a
timely and professionally acceptable manner.

Further, as you have heard, legal exposure associated with fail-
ure to restrain residents is substantially outweighed by the legal
risks attached to the improper application of physical restraints.

Mounting data show that physical restraints used in the name of
defensive medicine may not only fail to be defensive, but may actu-
ally be counterproductive. Studies demonstrate that the chance of
morbid outcomes, including injurious falls, increases with the pro-
longed use of mechanical restraints. And bad outcomes, especially
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when they are unexpected" by the re51dent or famlly, are the most
reliable predictor of lawsuit initiation. :

Addltlonally, contrary to prevalhng wisdom, the rate of serious
injury falls -does” not increase 51gn1ﬁcantly in the absence of re-
stralnts

“In quantltatlve terms, as you havé heard cases holdmg prov1ders
liable in the absence of nursing home restraints are far eclipsed by
legal judgments imposed and settlements made on the basis of in-
appropriate ordering of restraints, failure to monitor and correct
their adverse effects on the resident, or errors in the mechanical
application of the restraint. Thus, the rational health care provid-
-er, if guided solely by. 1egal self-intérest rather than resident wel-
fare ought to opt more’ often for w1thhold1ng rather than imposing,
‘restraints. - '

.Even" more 1mportant regulatory sanctlons—and you've already'
heard some discussion .about regulatory sanctions—such, as de-
licensure and decertlﬁcatlon from the Medicare and Medicaid | pro-,
grams, which are a much greater.concern.for nursing homes than’ -

E possible tort liability, are substantially more likely for 1mpos1ng
- . rather than. w1thhold1ng phys1cal restralnts I'm sure you'll hear

. “more about that later today. " .
" Let: me,say something. about r1sk management through the
notion of resident. assumption of risk. Even the relatively’ limited,
legal risk associated with nonrestraint of residents may be reduced:
in many situations. by shifting it—the legal risk—to the resident or
the. resident’s substitute decisionmaker. In the lawsuits that have
been filed.in which injury occurred to -an- unrestrained resident,
there is scant evidence that, as-a matter of basic.informed: consent, -
-anyone communicated adequately ‘with the resident or, substltute
decisionmaker ¢oncerning the benefits-of .proposed restralnts the
_reasonable alternatives, and the potential’ adverse consequences of X
-foregoing recommended restraints., ,
In other health care-contexts the courts have recognlzed the. doc- g
trine of -assumption of risk'as a. complete defense to a negligence -
‘action where the -patient voluntarily ‘and knowingly, ie., after
being adequately informed by the health care provider, refused to
. comply or cooperate with the provider’s recommeéndation : and
agreed to accept responsibility for foreseeable.adverse consequences
-of that decision. In the formal remarks which I'm submlttmg to the
committee I will have cases cited .to that-effect.* '
Some courts. have alternatively or addltlonally permitted. such a

. defense by characterlzmg the: patlents conduct as contrlbutory or

comparative negligence: "

" These defenses should be. fully applicable to phys1cal restramt
situations where the resident or surrogate is informed of the poten-
tial risks, understands them, and voluntarily accepts the conse-
quences. We permit individuals to take risks in all other aspects of
everyday life, including the medical decisionmaking realm, such as
permitting AIDS patients to experiment: with medications of unpro-
ven safety or efﬁcacy and carrying tremendous potentlal side ef-
fects. : : .

*See appendix 2, p. 203.
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There is no reason to restrict the choice of nursing home resi-
dents or those acting in their best interests from knowingly and
voluntarily accepting specific, limited risks of injury in exchange
for a modicum of freedom and dignity, particularly where alterna-
tive strategies and technologies exist to accomplish the same legiti-
mate goals as restraints with much less restriction or intrusion.

In addition, from a psychological perspective, residents and sub-
stitute decisionmakers who share in the decisionmaking process
are less apt to try to shift the blame to someone else in the event of
a mal-occurrence.

Although the mental incapacity of many nursing home residents
may make rational conversation and decisionmaking on their part
infeasible, the law’s formal recognition of the authority of appro-
priate substitute decisionmakers is growing. Unless the substitute
is acting in clear disregard of a resident’s best interest or personal
values and preferences, the substitute should be able to choose non-
restraint on the resident’s behalf, accept the accompanying risks,
and thereby relieve the nursing home of potential liability.

It has even been suggested that we experiment with the use of
advance directives, analogous to living wills and durable powers of
attorney, to allow presently capable individuals to express and doc-
ument their preferences concerning the use of physical restraints
in the future eventuality that they become decisionally incapacitat-
ed and placed in a nursing home.

I will now discuss public policy options.

In the context of examining the practices of a State hospital for
the mentally retarded, the U.S. Supreme Court observed in a 1982
opinion that, “An institution cannot protect its residents from all
danger of violence if it is to permit them to have any freedom of
movement.”’

The same observation holds even more true in the nursing home
arena. Several policy options should be considered in an attempt to
strike a good balance between the facility’s right and duty to pro-
te;t residents, on one hand, and the residents’ freedom, on the
other.

First, the States, with Federal encouragement, should unambig-
uously enunciate the applicability of the assumption of risk doc-
trine to the nursing home physical restraint context, assuming that
risks are understood and accepted by or for the resident in a volun-
tary, competent, and informed fashion, and that proper documenta-
tion is present.

Failure to do this obviously discourages shared decisionmaking.
One can hardly expect or require that providers permit residents
or their surrogates to make their own decisions, on one hand, and,
on the other, hold those providers legally responsible for poor out-
comes which result from a choice made by or for the resident.

Unequivocal enunciation of the assumption of risk doctrine car-
ries strong benefits for residents, providers, and society.

Second, courts and legislatures must clearly recognize and en-
force standards of medical practice that are based on scientific evi-
dence rather than industry custom or fashion. As previously cited
data indicates, this would mean a legal standard favoring nonres-
traint rather than the current deference toward industry habit.
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Published provider standards and actual behav1or could be ex-
pected to follow the legal incentives.

Third, since perception of the law is-a more unportant determi-
nant of behavior than is reality—I underscore this. point—a large-
scale educational campaign—Mr. Hunt ‘has referred to that—is
needed to convince providers that a more judicious and discrimi-
nating use of. physical restraints is sensible, legal prophylaxis as
well as good clinical practice and promoting of resident dignity and
‘autonomy. This campaign should include publications, continuing
education programs, and joint efforts with trade and professional -
organizations. Government has a role in-financing, sponsormg, and
promoting such efforts.’

Finally, providers must ‘be convmced that their 1ndlscr1m1nate
inappropriate use of physical restraints places them at much great-
er relative liability risk than does less reliance on restramts as a '
first strategy for resident control.

Courts must be sympathetic to- p1a1nt1ff claims of improper re- -

straint, and legislatures and administrative agencies must:continue
to limit the permissible circumstances for restraint use and vigor-
- ously enforce stringent health and safety requirements regarding
the1r 1mpos1t10n monitoring, continuations, and documentation.

* Let ‘me say in closing that I think 1deally all of us, including:the
nursing home industry, are educable on the i issues under d1scuss1on‘
- at today’s hearing.

* To the extent, however, that educatlon persuas1on, and volun-
tary incentives- do not work, we should—if we have to resort to
command and control sorts of regulations—at- least.regulate in the
.direction of a presumption against restraints rather than the cur- .
- rent industry custom in favor of restraints. Lo

Thank you. .

. Mr.. LEwis. Thank you very much, Marshall

I'd like to ask all of the presenters of this morning if they would_
join us here so that we could open up the forum to questions and so-

that anyone who has questions can dlrect them to anyone that they e

wish. - - ,
We'll have about a half hour for questlons Please begm

STATEMENT OF MS. IVANCIC

Ms IVANCIC I'd like to ask a question of the lawyers, belng a
lawyer myself, and working on behalf of a nursing- homie; having to -
talk to some of these people who have had someone they love be
hurt‘in a nursing home, and ‘having to explain to them that there
was no restraint order, the person was walking as they do every,"
day up and down the hall to the dining room; and then they hurt
themselves or got hurt.by another patient who. was’ not restrairied
and who may have gotten out of control. ’

I just take exception to one point that there seems to be a bas1s
. of assumption here that.no reported cases equals no cases equals
no claims by residents or their families. I think that’s not the case.
I'd like either a ‘little bit more explanation of your- idea:that there
really are. no reported cases and that that- should indicate that
there is'less liability:for not restraining patients.’ :

Mr Hunt 1 thmk that was .my statement, so let me respond

2
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We have, I think, two or one and a half reported cases which
seem to be pure failure to restrain cases. It is difficult to isolate
these things because liability is so often predicated or not predicat-
ed on a number of factors. A pure failure to restrain case is really
a great rarity.

You are entirely correct, and it has been a great frustration to
me all along in saying that what I'm talking about is reported
cases and that there is all sorts of stuff out there that is not report-
ed. I have tried very hard to chase down some of the cases, going
after news reports and talking to nursing homes. It is often very
difficult to get the information about a case that doesn’t go beyond
the trial level, and trial court decisions are often not reported in
-this country. I will grant you that I am reading appellate decisions.
That's one of the reasons I think we need to go more deeply into
this and spend more time with the insurance companies.

Mr. Kapp. It seems to me, also, that one has to ask the question
of what the realistic litigation exposure is—and, as I said in my
presentation, I don’t think either of us is Pollyanna-ish about that.
There is some litigation and potential liability exposure, but I
think one has to ask whether that exposure is so great as to dictate
standard practice in the nursing home.

Mr. Lewis. I’d like to add a comment of my own and say that I
don’t think that there is an administrator in the United States who

-has not been threatened at some time by a member of a family
with the possibility of being sued because they didn’t do the right
thing—whatever that right thing was. That is something which has
happened to many of us repeatedly. Of my own experience over the
years, hardly 6 months would go by that I wouldn’t have some kind
of a threat of that nature, and those have to be dealt with.

I'd like to ask the questioners to identify themselves first so that
we can have that on the record.

STATEMENT OF JOANNE LYNN

Ms. LynN. ’'m Joanne Lynn. I'm a physician at George Washing-
ton University.

I had two sorts of comments. One is that the claim that we can
handle this as a treatment choice issue on the basis that Marshall
has laid out is under some assault from a thoroughly unexpected
direction, at least from practitioners and nursing home administra-
tors, and that is that in at least two States right now the court
cases have mandated that patients will not die without their elec-
trolytes in balance and their nutrition supported.

As one of the speakers mentioned this morning, the major cause
in nursing homes of mitts and wrist restraints is the maintenance
of feeding tubes.

So if in Illinois and Missouri right now you may not let a person
die without a feeding tube who is incompetent, then at least in
those States you cannot go without restraints in those nursing
homes unless you're going to somehow magically be able to get G
tubes into everyone without having to have the same sorts of con-
sent. I think this is just a way in which an issue fought on other
grounds is cycling into this area and we haven’t noticed it coming.
We're going to have to be very attentive to the fact that going
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'-,‘Aw'ithoixt, restraints- in some_,patiénts means they will die earlier,
. and that we’re going to have to come to terms with whether that is
all right or whether we are .obliged to see to it that they die later

.- . and thereby impose restraints in order-to treat. _ -

That links to a fundamental question that I think even this
panel has had some split on that I expect will have a deeper split

. as we get into the afternoon, and that is the question of whether

restraints for incompetent and-demented persons are an affront to
basic civil liberties or whether they are an issue in a treatment
plan.. And, if they are an_.affront to basic civil liberties, .then at
least to a large extent it doesn’t matter if the patient, on some
grounds, is disadvantaged by being restraint-free; whereas, if it is
an element in the treatment plan, then that .is the whole ball .of
wax.: Is the.patient advantaged -or disadvantaged by being re-
strained in one way or another? . S e L.
. If we are talking about it as an element of the treatment plan
that can bejudged on the merits, then an informed consent model
. applies and someone needs to be informed as to the likely outcomes
* with and without this mode of treatment and a decision made on"-
~that basis, in which case there clearly will not.be zero restraints.
If, on the other hand, tying people down to their bed rails for the
rest of their days is.an affront-to basic- civil liberties, and that no
one should die that way, then even if a particular person would be_
advantaged by being restrained, they should be liberated. '
I think we have to get ¢lear which image we really have in mind
and which way we with the regulations and legislation and so forth
to -unfold, because the degree to which we tolerate explanations of -
restraints turns on this question. : o -
Mr. LEwis. Is there anyone on the panel who would'.like to re-
spond to that statement? T W . :
Ms. RapEr. I would. - : . U
. In my presentation I said that there is 50 to 60 percent of the
- population that is fairly easy to get restraint-free. There is another
30 to 40 percent that would require additional resources, education, '
and consultation. And then there is that 5 or 10 percent who, I be-
lieve, Doctor Lynn is referring to that you just.can’t figure out how
~ to get them restraint-free within the current constraints of our eth-
ical legal-medical-social system.. . . - - -
For a number of those individuals we have been able to decrease
.the number of hours per day they are in restraints or decrease the
© .number of days that those restraints are used. A good. example that
.comes to mind is a common one, in- which the person who has had
a stroke; difficulty swallowing, speaking, and understanding and
their ability to'progress is unknown at this time. But if they can’t
eat and if they don’t get.a feeding tube they may die because they
can-no longer swallow. Yet, unless their hand is tied or someone is
constantly at the bedside, they are likely to pull out the nasogas-
. tric feeding tube. Those are the really tough cases. e
v When you are the-clinician it is very difficult and these are ethi-
- .cal dilemmas, which means there is no clear path.-We don’t have
" -many guidelines yet in how to proceed. The various court decisions
and the: push toward prolonging life at all costs-in our country
. create a very difficult situation for the caregiver. i :
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What I tell my students and the nurses that I speak to regarding
the fear of litigation is that there is freedom in the new push
toward no restraints because you can be sued either way. So that
fear of litigation can no longer be the basis for your nursing deci-
sions. Your salvation is in individualizing your assessment and ap-
proach, documentation. of risks and benefits, and including the pa-
tients and/or residents, and families in the decisionmaking process.
If those things are in place, you have covered your bases.

Mr. Lewis. Other questions, please?

STATEMENT OF STEVE WARREN

Mr. WARREN. My name is Steve Warren of the Skil-Care Corp.

One point that came off clearly today is that, as a manufacturer
of restraints, I really don’t understand what a restraint is after
today. We talk about elimination of a classification of devices, and
I don’t think very many people in this room could talk about what
we're eliminating. Specifically, if we talk about a postural support
where the patient-has access to the means of closure, thereby the
patient having autonomy, we’re talking about eliminating that
classification of process. And if we are, has the Kendal Corporation
attempted to try products where the patients had access to the
methods of closure?

Ms. BLakEsLEE. No, the Kendal Corporation has not used devices
such as that. But in this whole argument about what are and what
are not restraints, I think, as in everything we do with people in

-long-term care, we have to come back to what the resident wants.
If the resident feels comfortable in a device that keeps him in a
chair, if the resident can get out of that device any time he wants
to, then that is not considered a restraint. The resident isn’t feeling
restrained or confined. The resident is feeling just as free in that
device as they are out of it.

I think we have to come back in all that we do to what the resi-
dent wants and stop considering the fact that once they are admit-
ted to a long-term care facility that someone has to take over con-
trol of their lives.

People need to remain in contol of their lives because when they
lose that control they get sick, they get demented, they become de-
pendent, and they require a great deal of care.

That has to do with the whole issue around the nasal-gastric
tubes, too. The use of a nasal-gastric tubes is now as rampant as
has been the use of restraints for the last 40 years. That issue
needs to be addressed, too.

We have to continue to look at what we are doing to the old
people in this country. It needs to be addressed.

STATEMENT OF KAREN SCHOENEMAN

Ms. ScHOENEMAN. Good morning. My name is Karen Schoene-
man. I am currently with the Health Care Financing Administra-
tion, but I am not speaking as a representative of that agency, but
rather as someone who has worked as a case worker in nursing
homes for 17 years.

1 would like to direct the attention of those up front to postural
restraints and the observation that I have made in this time that
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 wheelchairs- and gerichairs seem to me to'be” improperly ‘designed .
for the comfort of the human frame. I would hope that those rec-
‘ommendations - which' are~béing made to the Senate would ask
people with backgrounds.in'wheelchair design, engineering, occupa-
tional therapy, whatever the necessary expertise, to come in with
. therh-and look“at redesigning wheelchairs so that we ‘do not need
.70 percent of these restraints which are for postural reasons. - -

STATEMENT OF DR. RICHARD LINDAY

. Dr. Linpay. I'm Doctor: Richard. Linday from. the University of

Virginia. , L A '
. I would just respond to'the very appropriate previous comment
to say that at the ‘university we have a fine*Department: of Wheel-
chair Design. Recently, about a'year ago, the first nationwide con-
ference on' technology for wheelchairs, particularly -looking at de-
mentia patient problems; was‘convenéd ‘here at ‘Dulles Airport. So I
think, very' honestly, there is a great -future for redesign, particu-
larly whén oné looks'at'the concept that the wheelchair.in long=
term careis_not used as the-wheelchair would be used by handi-
capped ‘individuals to go from point' A to point B. It is often used as
a repository for sustained periods’of. observation, which is. never
was intended to do. I couldn’t agree more with the-fact that rede-
sign is'appropriate. -~ ' o oo
" So I-think that hopefully we will, in fact, work closely with you
and would be open and receptive to-ideas and thoughts about: prod:
uct design. © T : TR
" One of the interesting' thirigs 'about product- design is that getting

new design on the market is often inhibited by fear of litigation for.

-a-new product and product' design, so I think manufacturers.are

" well aware of that. -« - : : e

STATEMENT OF MELISSA DUNCAN .. .
HMs. Duncan. I'm Melissa Duncan, Rock Creek Manor, Nursing

ome. . e g A e
..Our administration has taken a very active role. For those who
wish to have no-restraint environments, my suggestion might be
that we concentrate on'getting the actual residents, when they
enter a nursing home facility, to :consider durable powers of attor-
ney where the resident, themselves, making the decision of what
their care is going to be.” "~ . ; . T

‘As a recreational therapist I ask that the government, adminis-

“trators, nurses, et cetera—because recreational therapy is not an
exact science, it is often not given much validity. You keep speak-
ing about the excess energy of these individuals, these wanderers,
that they need something to be done with their time. The average
facility in this country has one recredtional therapist for about 60
patients. When you're looking at trying to occupy their time, that
just isn’t much consideration that we can give to the .individuals.
But because it is not an exact science it is often ignored.

Ms. BLAKESLEE. I would like to say that the recreational thera-
pists do great work in working in a restraint-free environment.
They1 ‘are a very important part of the team that cares for older
people. : , :
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STATEMENT OF ARNOLD GISSIN

Mr. GissiN. My name is Arnold Gissin. I am the Administrator of
the Jewish Home of Rochester. We started to go restraint-free 5
months ago. There have been some problems but, for the most part,
it has been very successful.

First, let me reiterate the role of recreational therapy. You can’t
go restraint-free without adding recreational therapy and empha-
sizing it.

I think the point I'd like to make is that I hear a lot about litiga-
tion. I'm afraid of everything in this business, but I'm afraid of liti-
gation least at this point. What I'm afraid of—and I heard Ms.
Rader make the point—is the fear in blaming when someone falls.
When we go restraint-free in the few facilities that are restraint-
free, we are somewhat out there alone right now. We are changing
the community standard. The standard in Rochester, NY, is to re-
strain. The standard in other places is to restrain. 'm damn scared
when someone falls. My staff is fearful because the regulators—and
there are no bad guys. I'm not trying to point—are thinking differ- .
ent thoughts. This hasn’t happened to us, but I'm very fearful. Will
the press come in? Will the regulators come in? Will they ask the
same, old questions? You can always have the advantage of hind-
sight to ask these questions.

So we really have to start looking. There are some changes going
on. There are going to be some falls. There are going to be some
injuries. But there is going to be some real freedom, and that’s
what we want.

Thank you.

[Applause.]

Mr. LEwis. Any response to that?

Ms. SimMoNs. 'm not going to respond to that, but I'd like to re-
spond to the lady that suggested about the durable power of attor-
ney. That is clearly an optimal document that should be for any
patient entering a nursing home. But, sad to say, the vast majority
of patients entering a nursing home are beyond the ability to be
able to sign a durable power.

I would have to ask all of you, in knowing what age I am, if all of
you have signed a durable power of attorney. Remember our first
speaker this morning? His wife entered the nursing home at a
very, very young age and probably did not have a durable power of
attorney then.

So you are dealing with a number of person in nursing homes
that cannot speak for themselves and do not have the ability to
designate their wishes to someone else.

Mr. Lewis. Marshall.

Mr. Kapp. I was going to comment to the gentleman from Roch-
ester that I think he is absolutely right. It is probably not realistic
to expect individual facilities on their own to be the standard
changers. No one wants to be the legal precedent setter. That’s
why I think there is an important role for the industry as a whole,
through trade and professional associations working collectively, to
move standards of care in the appropriate direction so that when
you, as an individual facility, act progressively and there is an oc-
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casional bad result, you are not ‘hanging out by yourself all alone
either in terms of adverse _publicity or litigation. :

Ms. Rapgir: I’d like to make a comment on that. One of the legal

concepts that we have used in Oregon is called a window of lucidi-
' ty—persons with dementia may not have an understanding of com-
-plex concepts, -but they :may have a-window of lucidity where in
"that moment of time, related to a specific_concept, they are able to
understand the meaning of an act or request and can express their
. -preference, Competency or capacity therefore may not be a global
- concept but it may. be context related. You look for a w1ndow of-
1uc1d1ty to determine the resident’s wishes. . -

I think, from a clinician’s standpoint, going back to-. the feedmg'
tube issue, a-lot of people, with the feeding tubes wil continuously
pull it out. A legal debate exists as to whether the act is because it
¢ is an irritation or because it is an indication of the individual’s

:wishes. There is no consensus legally or otherwise, but I think most

. clinicians feel that when a person continuously pulls out a feeding

“tube it is an expresswn of their wishes and an indication ‘of their

- sense of burden. This is controversial. But when you are at the bed-

side, it .often feels as if their attempt to remove the tube are a true
expression of their deepest wishes. o

‘ STATEMENT OF ROSEMARY HESTON

Ms. Heston. I'm Rosemary Heston, a rehablhtatlon nurse chn1-'~
. cian, Hastings on Hudson, NY.

I beheve that there is another myth that I would like to address'
and that has to do with positioning:

.You know, the wonderful 1llustrat10ns we see on the brochures
for restraints and, in fact, one of the big compames—Posey, I be- -
lieve—has family members who pose-for the pictures on’ restralnts
And you see somebody with. posture the like: of which none of us
can’show: this morning: We’re slouching or ‘we'’re sliding. You see
this’ healthy-looklng older: 1nd1v1dual s1tt1ng bolt uprlght in those
horrid wheelchairs. ..

And, also, the State is gomg to come in. and look at our: res1dents -
and make sure that they are 51tt1ng perfectly straight, bolt uprlght '
This is not human. i

My feeling very strongly is' that the remedy is not to- put a re-

straint on. or bolster them into a fixed position; but to acknowledge® ‘-

the fact that human beings need to move and to help them to stand
" up, preferably to walk, if poss1ble and to repos1t10n them. ‘
Ms.: BLAKESLEE Amen :

STATEMENT OF FARLEY WADE FARBER

‘Ms. FARBER. My name is Farley Wade Farber of the National As-
sociation of Activities Professionals:

As an activities professional, the issue of posturmg doesn’t often
come up to us, but what I ‘am often told in facilities where I have
worked is that this person wants to get out. What do you do- for
them? Some facilities use locked units, some facilities don’t. But we
definitely have a need for the residents who have a need to go out-
side daily. They want to go to the corner store. They want to go

2
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down and buy cigarettes. They want to go to the bank. They want
to go to the hairdresser.

I'm interested in knowing how many of you address that situa-
tion.

Ms. BLAkesLEE. We address it whenever the need arises. I know
some facilities have alarms on their exit doors. We have them at
night, not in the daytime. But the whole issue of dealing with resi-
dents who are restless and anxious and on the move is, number
one, it is not just a nursing problem. Everybody in the facility must
be involved with this resident and understand this resident and be
on the lookout for where they may be so that if someone is mowing
the lawn they are allowed to stop mowing the lawn and go and see
Mrs. Jones and see where she is going and what her problem is.
We can’t hang the whole responsibility on the health services. It is
everybody in the facility.

Later on in one of the panels I believe Beryl is going to show
some of the little things we do to try and interfere with this wan-
dering habit, but it all comes down to looking at the individual as a
person and understanding their needs, understanding their agenda,
and coming up with something that fits that person tailor made.

Ms. Rabpgr. Could I respond to that also, please?

Mr. LEwis. Sure.

Ms. RaDER. I spent a lot of time studying the problem of wander-
ing behavior, and one of the things we do, going back to what Jill
was saying about identifying the underlying need, is to find alter-
native ways to meet those needs. For example, one gentleman
came up to me and said he had to leave because he had to go mow
the lawn. There was no one at that moment that had the time to
go out with him, although on many occasions that did happen. So I
looked at what he wanted. He wanted something useful to do. That
was the underlying need behind the desire to mow the lawn.

I said, “Gosh, I know your lawn needs to be mowed, but there is
something that I need help with and you're the only one that I can
think of that could help me with this right now. Would you be will-
ing to help me with this project?”’ He said, “Sure.” So then I had to
quickly think of what my project was going to be, but we got him
redirected and he was able to be of useful service, and that’s what
he needed. So sometimes—redirecting the need can work. It can be
really exciting to identify the underlying need and create new ways
to deal with them.

STATEMENT OF NEVILLE STRUMPF

Ms. StruMPF. I'm Neville Strumpf from the University of Penn-
sylvania.

We have heard a number of comments about the history of phys-
ical restraint use today, and I would like to just provide a historical
footnote to all of that. Along with Lois Evans and Kathryn Steven-
son, we have just done a very extensive review dating back to
about 1800 to look at the use of restraints. Some of you may be
aware that there was a very powerful movement at the beginning
of the 19th century to release the mentally ill from physical re-
straints. A considerable debate went on for the entire 19th century,
primarily in the psychiatric community, of restraint versus nonre-
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straint. The arguments are extremely similar to the ones we usé
today in terms of what can be done, what can’t be done, why
. . people need to be restrained or why they -don’t.

" By the conclusion of the 19th century, what was fascmatlng was
the enormous - cultural differences that”emerged between Great
Britain and the United -States, with a much stronger: nonrestraint’
movement among British psychiatrists as compared to those in

American who used arguments that included things like there was

something unusual about Amerlcan 1nsan1ty whlch requlred re-;
straint. [Laughter.] * '

In any event, we then took a look at-all of the Journals and early -
nursing textbooks that were published from 1885 onward to see if -
we-could really trace this restraint use. Indeed, thére always was'a
place for restraint. We were quite surprised to discover various
types of jackets, chairs, cot sides, et cetera, which appeared in pic-
tures in some of these _]ournals, but always with the caveat, “Don’t
use these unless it is absolutely necessary.’ In other words, an argu-
ment for proper restraint.- |

‘By the 1950’s there was an emerging consensus in the llterature'
that safety was very. important. We uncovered one article showing
that the California Bar suggested that all hospitals in California
put side rails on the'bed and possibly even use restraints because it
was very dangerous for patlents to be sort of at hberty and loose
and falling. .

~Of course, we now see a very d1fferent kind -of plcture, an en-- .
trenched practice I-think culturally and otherwise, and with a
very, very large perceéntage of older people restrained. I think we -
want to consider that history in our discussion because there were -
* strong movements to get rid of restraints. Restraints have been re-
moved largely among the mentally 111 Now we have seen steadily a
rise in.that use.

So I'think as ‘we -consider propet restralnt 'versus nonrestraint
and the research. that we need we might. want to remember that
- history. : . : L
“* Thank you. ' : '

“Mr. Lewis. Thank you very ‘much. Is there anyone who would
like to make a.commeént about that"

STATEMENT OF MARY HARPER

Ms HarpER. I am Mary Harper from the National Instltute for .
Mental Health. I know this topic is primarily about. physical re-
straint, but I want to make. a comment. During the last data for
the National Nursing Home Survey my agency did a secondary
analysis looking at the area: of psychoactive drugs and their use in
nursing homes. We found that 62 percent of the patients were on
psychiatric drugs whereas only 5 percent had psychlatrlc diagno- -
sis.

I am afraid, then——and our dehberatlon pertammg to physwal re-

.

" . straint’'we have to ‘be careful that we don’t go from physical to-

chemical restraint. I am a strong advocate. As a psychiatric nurse
for the past 45 years I am a-strong advocate to well-supervised,
well‘trained staff and individually assigned staff, and 1 guarantee
you that'will reduce restralnts in half. - .
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Thank you.

STATEMENT OF VIVIENNE WISDOM

Ms. WispoM. My name is Vivienne Wisdom. I'm the executive di-
rector of the New Hampshire Health Care Association. We have
taken on, as our own project, this year, the reduction of the use of
both chemical and physical restraints. I'd like to tell you that we
think we have been very successful. We have at least three facili-
ties that are restraint-free. I'd like to thank Joanne Rader. She is
one of our heroines because we use her. Working with the confused
elderly it is very helpful. And we thank Sarah Burger, who is with
tﬁe National Coalition, who really first gave us the idea of doing
that.

But I'd like to support the comment that was just made. Our
first efforts were in the area of the use of chemicals. At our last
survey, the people who responded had reduced the use of chemicals
about 74 percent; 54 percent reduction in restraints. It keeps get-
ting better.

We still have problems, and we don’t think every facility will be
restraint-free, but we are looking forward to more consultation,
more information, and more assistance.

We thank you for your efforts.

Mr. LEwis. Any other questions?

STATEMENT OF JOAN REED

Ms. REEp. My name is Joan Reed, Health Plus of Michigan, a
representative of an insurance company, formerly director of nurs-
ing of a skilled facility.

Since the focus of nursing care is interdisciplinary, I felt that
there should be at least one nurse stand up and talk. I feel that we
have a full care plan all the way from durable medical to activities.
I am involved with sharing managed care with options of home or
to a nursing home. I want to say that from my background as a
nursing home director of the skilled facility in our area that there
is vast, vast assistance to families and very good quality of care
that is being provided. Unfortunately, quality of care does not
always sell newspapers, so we, across the country, are becoming
even better with quality of care when we know of the work that
needs to be done with clarifying some lack of care.

I would like to address all of you that have nursing leadership to
be sure and speak up to the representatives of your individual
States of the concerns. I think that there is a need for restraints
under doctors’ orders and physicians’ observations. I think there
are some options to look at with some new areas to go into as we
enter into the 1990’s because the care of a resident has increased
with intensity, as well as the support systems and the mobility of
families.

I would like to also address any of them on the panel that we, as
nursing home representatives, are also concerned as to the rules
and regulations that are increasing with our quality of care: Is re-
imbursement being able to be increased so that we can implement
some of those needs? As the rules encourage us to give that quality
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_ can also—the representatives of the purse strings allow us to do
. [Applause.] = - Lo . b . -
_ Mr. Lewss. Is there anyone who would want to comment .or re-
~spond? .- . S : -
o . 'STATEMENT OF BUD SWARTOUT *  * -

* Mr. SwarTour. My name is Bud Swartout of Clearview Electron-

ics Corp., Newark, DE. . - :

“The. topic here is to untie_the elderly, and the next question -
would be how you do this. When you get back home and tomorrow
morning when you talk to your bosses, what is your answer to that
" question? . R o S s
‘There is hardly-an answer to be found here, but you are lucky. I -
happen to be a manufacturer of.an electronic Posey that electroni-
cally lets. you. know: whether a person is getting out of, their chair-
" or not. Thank you. Here it isif you want. it e T e
" Mr. WARREN. My name is Steve Warren from Skil-Care Corp. It
seems like we're talking about banning or minimizing or eliminat-
" ing a category of products when, in fact, there may ‘be-some re-:
straints out that are used in the industry that are really not good -~
restraints. For example, I hear-a lot of talk today about a vest re-
straint. As a manufacturer of that. category of products, I will
admit I think that is probably .the least effective device among that
category of products.” .-~ . L R
Why is there not more emphasis on improving that category of
products, making them more humane, more feedback with manu-
facturers before. you consider the possibility of just eliminating the
. device? It is almost like talking about eliminating automobiles’
" when you have a few bad cars on the road. You look to improve, the
_lot. There is really no.talk about: alternatives within the category-
of restraints..’ . "~ . ) : s '

. Ms./BLAKESLEE. I'm ‘sorry, 'sirj.i'Thevr_e; are a lot of 'al‘t_e.fhaf.ives‘:(;,ult
there, but they don’t include tying people to their beds and their

Mr. WARREN. I could accept, that, but have you t"iied;,thém? Lo

Ms. RaDper. Could I respond to that also? I think we are deﬁ_nit‘é‘-' l
ly overusing.the product; and an automobile does not restrict a per-’

. son’s freedom: There is a big. difference. There is definitely ‘a case,

to be made for improving the product and improving chairs and

things-like that, which will give us a lot of better alternatives than -

“we have. I don’t think we are taking the product to task; I think
“  we are taking a health care system to task that has abused a prod-

“uct. I think there is a big differénce. . - S R

o “” 'STATEMENT OF MARIAN CARROT . - -

- Ms. .Carror. Hello. My name is Marian Carrot. I'm a physician.
_and geriatrician at George Washington University. : o

Previously 1 have been a medical director of two QQO-plﬁs bed
community nursing homes. 1 have worked in a number of nursing
homes, including the Washington Home and Thomas House locally,

and several others in different parts of the United States.
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I just want to point out that restraints may be put in place by
nurses, but they are ordered by physicians, and physicians don’t
know anything about nursing home patients—most of them. They
don’t.

I think I do, and I think most of our group does, because we have
been there. You have to be physically present in the nursing home
to see what goes on there, and the average doctor spends about 20
minutes a month at the nursing home signing charts and doing re-
certification and saying hello to the patients. They don’t know
what goes on there on a daily basis. They have no concepts to what
the alternatives to restraints are, of what may cause agitation, of
what may be used to alleviate agitation other than restraint. And
yet, in the care plan and all the regulations it says that doctors
must order these things and doctors must develop these care plans.
Well, the physician is not the right person, in most cases. In many
cases restraints are ordered to get nurses to stop bugging you.

Ms. BLAKESLEE. Absolutely.

Ms. CArrort. That’s the truth.

Ms. BLAKESLEE. Do what you want, just don’t call me.

Ms. CArrort. So I think that since it is the doctors who order the
restraints where we have to—and I, personally, believe that it is
probably impossible to completely and totally eliminate the use,
but I think the use could be drastically reduced by the right ap-
proach. We need to educate physicians that this is not necessary
and there are alternatives.

Ms. BrakesrLee. But as I understand the new regulations, it has
taken that physician element out of that. They don’t have to be or-
dered.

Ms. Carror. Is that true?

Ms. BLAKESLEE. And we——

Ms. Carror. I don’t think so.

Ms. BLAkESLEE. We, as caregivers, have to prove by documenta-
tion, what we're doing—that everything else possible has been
tried before we resort to restraints.

Ms. Carrot. That’s all I really wanted to say. Thank you.

Mr. Lewis. Thank you very much.

Ms. Simmons. Excuse me. That’s not true, Jill, that the new reg-
ulations do not decrease or eliminate the need for physicians to
orlder and/or approve the medical treatment plan of residents in fa-
cilities.

Ms. BLAKESLEE. I stand corrected, but I understood that they no
longer played that important role.

Mr. LEwis. We may adjourn now. We are adjourned until 1 p.m.
Please be prompt in coming back as we will start at 1 p.m.

Thank you very much.

[Recess for lunch.]

AFTERNOON SESSION

Mr. Lewis. Our first session this afternoon is entitled “U.S. and
International Experiences in Restraint-Free Care: Comparing
Notes.” Our discussion leader this afternoon for this first session
will be Curt Torell.
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Curt Torell serves as Director for Education and Organizational
Development at The Kendal Corporation. Curt was first associated
with Kendal in 1983 as an independent consultant assisting in em-
ployee education. He began full-time employment in January 1985,
as both Director of Education and director of an academic geriatric
center. He has played an important- role in the creation of the
“Untie The Elderly” program and the development of educational
materials supporting' an organization’s implementation of a re-
straint-free policy. In addition, Curt has a Ph.D. in Organizational
Development from Temple University: - "

Curt Torell. '

: STATEMENT OF-CURT TORELL .

Dr. ToreLL. Thank you. : . : .
* Good afternoon. It is a privilege to be here and to help surface
~the various issues surrounding -restraint-free care and the use of
physical restraints. For those of you who are joining us this after-
noon, we welcome you, and we hope that you will benefit from this
" afternoon’s session. . ~ _ ' o
This morning, you heard about the problems in using physical
restraints and how alternatives can be used. You heard about
- changing attitudes and beliefs in order to create and implement
these alternatives. You also heard some concerns regarding 100
‘percent restraint-free care. Before lunch, a panel addressed some of
the legal concerns. They suggested that litigation may be a greater
. threat when restraints are used, particularly when they are mis-
used, than when they are not used at all. o B

"This panel will respond with observations where restraint-free .
_care has.worked. Their perspective from the practitioner’s world
‘questions the validity of many myths that we hold in defense of
physical restraints. Their practice demonstrates that restraints .are -
not necessary and that. their elimination improves not -only :the
_quality of care for the residents but- also .the spirit, health, and
well-being of the caregivers. .. - - = .- . e

'Our panelists are professionals who share experiences fromthis
country and others. I will introduce all four panelists, and they will
present in the order that I introduce them: . T

The first, Beryl Goldman, is Associate Director for Health Serv-
ices-at The Kendal Corporation and has: played a critical role in fa-
cilitating a restraint-free policy change in several nursing homes.
She is currently project coordinator for a Delaware Valley demon-
stration project to eliminate physical restraints from nine long-
" term care facilities. She will review her work with these facilities.

Second is Henrietta Roberts, Executive Director of Stapely in-
Germantown, located in Philadelphia, PA. This is one of the nine
facilities that are in the demonstration project. It is through her
support that the nursing facility, over the past year, has successful-
‘ly made the transition to a nonrestraint policy. She will share

*. some specific responses as an administrator.

Our third panelist is Lynne Mitchell-Pedersen, who serves 'as
Clinical Nurse Specialist in Geriatric Nursing at Saint Boniface
General ‘Hospital in Winnipeg, Manitoba, Canada. It is through her
léeadership that the-hospital’s Department of Geriatric Medicine, a
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188-bed area including a 28-bed palliative care unit, changed its
policy regarding the use of physical restraints in 1981 and 1982,
She also will share her experiences through this process.

Our last panelist, Carter Catlett Williams is a nationally recog-
nized social work consultant in aging. She has worked for many
years with older people in their homes and through their transition
into nursing homes. She visited Scandinavian nursing homes a few
years ago to learn more about their individualized approach to care
and the ways in which the elderly are cared for without restraints.
She will summarize her observations.

Our first panelist is Beryl Goldman.

STATEMENT OF BERYL GOLDMAN

Ms. GoLpmaN. Thank you, Curt.

As you heard already, we have been working on a demonstration
project with nine facilities in the Delaware Valley. This actually
started about 3 years ago when we worked with Friends Hall, an
80-bed free-standing nursing home in West Chester, PA.

We helped them change from using physical restraints to not
using them. They had been using physical restraints for about 20
years, and we worked very closely with them in changing. The
process took about 3 months, and to this time, which is 3 years
later, they still restraint-free.

Because of our experience with them and how well things really
happened, we decided to pursue working with other facilities in the
same endeavor. We began about a year ago with nine facilities in
the Delaware Valley. Some are continuing-care retirement commu-
nities and others are free-standing nursing homes.

They range in size from 57 beds in skilled and intermediate, to
130 beds. Also they have between 15 and 65 percent Medicaid resi-
dents. As Jill mentioned earlier today, the staffing at those facili-
ties has been running between 2.5 and 3.5.

In each one of these facilities, we have been working closely with
various groups that I will identify in a moment. The facilities are
at different stages in the transition. Some are very early, in discus-
sions with boards and other staff in the facility. Others have set
policies that state new residents will not be restrained. That is
where they thought they needed to start.

Some have come to the point where they are 90 to 95 percent re-
straint-free, and even others, as you will hear from Henrietta Rob-
?rts about Stapely Hall, have actually become completely restraint-

ree.

We have found that there are at least seven groups in each one
of the facilities that we need to work with. The first slide identifies
them: the administrator, the board of directors, department heads,
because they all need to be involved in the process, the staff, physi-
cians, families, and other residents.

We have met with each one of these groups on different occa-
sions and have used a variety of techniques in getting to them,
such things as inservices, support groups, slide presentations, prob-
lem-solving sessions, and actually, one on one consultations, what-
ever we have needed to do to help them through the process.
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. . Most of our time has been spent.with the staff. We have prob-
ably been giving most of our efforts to them. We find that if we
~ work with them in looking at the easiest cases first, where they
- can see success, then they are able to move on to the more difficult
..ones. .. .~ L . : ‘ iy
'"We do not start 6ut with the people who have the N/G tubes or -
start out with people who have all kinds of problems. We start out
with the residents in.the facility that no one remembers why they
-were restrained in the first place: It just happened. That person
whohas alwaysbeen.in a Geri chair or that person who has always
had a seat belt.restraint on. . S Co '
" ‘We have:the staff :identify the people -that they need-to work
. w1}t1h and. they start seeing successes.' One success really.breeds an-
--other. e . ‘ o
In.most of the facilities, once they have identified the residents,
. they have been able to eliminate ‘at least 50.percent .of the re-
. straints in a_very short:time. That has really been very encourag-
" . ing for all.of us. Pl o e
" In working with-the staff, we do pre-intervention:surveys. -We
want them ;to have a chance to.express how they really feel about
restraints, to talk about the concerns that they have and why they
feel it is important to use them. . R S
The last question .of the survey is: would you support a no-re-
- straint policy? ‘The overwhelming response is, “No.” However, in
-later conversations.with the staff and in:their post-surveys we have
" found real changes in their-relationships with-and their percep-
 tions of the residents. They see them as.individuals and not just as
another task to:complete or another thing to tie up. . - ‘ :

One area that many of .thefacilities have been looking at is deal-

_ing-with primary nursing care or resident-centered care. This is
something that we have. béen doing over the past couple of years

.- and we have found that it has really helped in getting staff to iden- .

"' tify the residents as people. o o ‘ D
* We have the same.nursing assistant care for the same resident
day after day. They become a part of that person’s life. They get to
know their habits and -what works for them.and what does not.
This has really been very helpful. - - - ‘ C

Also, we have been discussing possible alternatives. As-one of the

.diréctors of nursing said, they-have been- mainly commonsense

- types of alternatives. They havé not spent large amounts of money

- for them. = - : R oo .

* In all of these facilities, they have not increased staff because re-

straints have been eliminated, and they have not experienced any
increase in cost because of it. The only facilities that have had in-
creased costs are those that put a security. alarm system.at the
doors. Those facilities have incurred an extra expense. ‘

"1 would like to go through a few of the things that the facilities
have come up with,. some alternatives that they have used that
seem to be working. In the first case for a wanderer, rather than
tying the person into a chair ‘or having the person: sit in a Geri
chair, they have come up with a variety of techniques. .

The first is putting a yellow strip across the doorway of an alert
resident who has been experiencing a lot of visits by . a cognitively
impaired or wandering resident. This material is attached by velcro
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and the alert resident is able to remove that whenever they would
like to. For some residents, this works extremely well.

Some wanderers will just to underneath of that, so you really
have to get to know the individual. That is where the individual-
ized care really comes into play.

Another example is the use of a cafe door. This can be put at the
doorway of a resident who wanders. As the door opens, a small
buzzer above the doorway is activated and alerts the staff. This has
been made simply by our maintenance department and works for
some people.

Another possibility is using plastic strips as lines across the door-
way or as a grid. Once again, it works for some residents and not
for others. :

Many wandering residents really need that constant motion, the
chance to keep moving. Rocking chairs are ideal for many. They
really work quite well. There are also footstools on a rocker, where
the legs can be elevated and they can rock.

For the resident that we are concerned might fall out of the
chair, who leans forward and has a problem, we have had great
success using wedged cushions. Many times, people find that just
having that, where it tips to the back, really helps a person and
prevents them from falling forward.

Another thing that can be used is very comfortable seating for
residents. Not all chairs fit every person. It is very nice if we can
have residents or families bring in their own furniture, chairs that
they have been comfortable sitting in and ones that fit the persons.
Many times you go into facilities and find short women sitting in
very high chairs with their feet off of the floor. There is no way
they can be comfortable and it also inhibits their walking around
in the future.

Another thing we have been using is anti-tipping devices. These
can be purchased through the wheelchair suppliers. They can be
attached to any wheelchair on either the front legs of the chair or
on the rear legs, depending on what you are trying to accomplish.
All of those alternatives seem to work quite well for the right
person.

The recliner chair is used often by many of the facilities for
people who have problems remembering that they cannot stand up
on their own. They are able to sit in the recliner chair, which is a
chair like they have had at home all their lives, where they can
remain very dignified and still have their self-esteem, but which
makes a little more difficult for them to get up easily on their own.

If they are in an area where they are able to be viewed by staff
and by other people going through, it makes them feel like they
are part of what is going on, and they are still very approachable.
They are sitting in a very regular type of chair. People can really
watch in case the person is trying to get up on his own.

What we are finding overall is that staff are becoming very cre-
ative. They are looking at the people as individuals, not as just an-
other task that has to be accomplished during the day.

We have learned very much that we can change their behavior,
but it takes a long time to change the attitude. The post-attitudinal
studies are helpful, but I really believe that it will be even more
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informative in the future to ‘determine if their attitudes have
changed for the long term. : o o K
-+ As I mentioned with Friends Hall, 3 years ago, we did not really
‘survey -the staff, but we have gone back :to them recently ‘to see
how the staff feels now-since they have not been using restraints.

' The remarks have been very positive. s . .
One: that I would like to conclude ‘with-was shared by an ‘L.P.N.
who worked there, who I must say was:very resistant to the idea of
" reducing or eliminating ‘physical restraints. She thought that it
could never happen. The comment.-that we.have here will.show you
how far she has come. She said; “I-wouldn’t_work any other place
: now. I.wouldn’t have said that or believed it-2 years'ago.”” . -
Thank you. SR ‘ Lo .

- STATEMENT OF HENRIETTA ROBERTS ,
Ms. RoBerTs. Good: afternoon. I aim very pleased to be here today

" _to represent my staff at Stapely in Germantown, because it was"

become a restraint-free facility.

'indeed the efforts and the energy. of the staff that allowed us to
- It began by our staff going out to 1Ken';dai to vAisitf't.he director of

nursing; the activities person, and the nursing home administrator.. .

They came back saying, .“My goodness, it's a different world out
- about'doing it.. ~ .- - % . o
. They spoke to me—I am the éxecutive director—and said, “Can
‘we try this?” I said that it was-a wonderful idea. The mission of -
our organization at Stapely is—the facility was founded in 1904—I
might mention, with the nursing home being added in 1984—the

3 - mission of Stapely has always been to deal with the individual, to

‘see the individual as a person. It was difficult when a person who
. -lived in-another part of our facility went into the nursing' home
- and their friends may have come to see them :and saw them in re- .

. straints. . : . :

“When we got ‘the buy-in from the. executive director, I went to - -
the board and they said, “Okay.” We. spoke to. families, and we .
began to become a restraint-free facility. CoooTe

- They set a goal.of untying or unrestraining at least five people.
each month. They just went around and took them off and people
did not-even know what was happening. It was really going great.
- Then there was the prerestraint questionnaire, which the
. Kendal folks had given us, asking staff their feelings about re-
. straints. To the question: Why are you restraining people, the.
answer was, “To keep them from falling or -hurting themselves.”
Then we started asking: Is that the way you have to do it?. - =
We found that staff began walking the residents more. They did
creative things. The activity person. went through the facility with
a resident. She would take him to an office with her and he would
answer the phone, maybe not appropriately, but at least he wasn’t -
tied. That was great. - . - 4 ‘

The other group that is very important in a restraint-free facility

is other residents. You do have the people that will wander, but
you know, they started saying, “That’s okay. She will go out,” if a
patient came into their room. They were much calmer because

there.:It’s so calm.” They said that we could 'do‘it, and they set
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they knew that when staff came to remove that person from a
room, they were not going to take them and tie them in a chair.
They were going to take them to another area or work with them
in giving them something else to do.

The feedback was good. The families are pleased. When the facil-
ity used restraints, people accepted it, but I can not tell you how much
the families have been pleased by this. Families come in and ob-
serve that there is a whole different environment now. It is calmer
and quieter.

The nursing staff and the housekeepers and the maintenance
people—you have to have a buy-in from your whole facility. The re-
lationship with residents and staff is very good.

We have a statement around Stapely called WIFM—“What’s in
it for me?” With our staff, we did a lot of WIFM. We convinced
them. Patients that were incontinent before, when they were free
of restraints, actually began to toilet themselves. They began to go
to the bathroom by themselves. What’s in it for me? The staff did
not have to take care of an incontinent patient. That was good.

The sense of humanitarianism, the sense that you were dealing
with a person, the resident—Mary Smith was really not “one of
them.” She was Mary Smith and Mary Smith is a person. That has
made a great deal of difference. Not a lot of honey-sweetie things—
we won't do that at Stapely. But, “Mary Smith, let’s go look at the
trees outside.” That makes a great deal of difference in our facility.

The patients are easier to care for. When a nurse takes someone
by the hand, they are not taking them to tie them. Therefore, you
eliminate the combativeness or the hostility from the patient, or
the fear. “I am taking you here to sit down. Let’s talk or be in-
volved in an activity.”

Our activity person centers activities around food, so she has
“Make Your Own Sundae Day.” She has one of our former wander-
ers who used to go someplace every time he had the chance, and he
helps her get the ice cream out, so that goes well.

The families are very pleased about this. We have not had any
adverse comments from our families. They don't see their loved
ones tied down.

Falls—people fall at Stapely, but no more than when the facility
used restraints. That was a surprise to me. If I had any concern—I
heard talk about litigation and that kind of thing and I know how
my board feels about that. We did not have fewer falls, but we cer-
tainly didn’t have any more.

We kept the State agency, the Department of Health, apprised as
to what we were doing. They are very pleased. They came to our
facility and said, “Are you one of those nonrestraint facilities?
That’s good.”

The other thing is the caregivers. We believe that it has lessened
their fear of aging. “I don’t have to face aging with someone tying
me down or putting me in a chair, or something like that. Maybe
there is another way to go about this.”

The other thing is—selfish reason—but we market our facility. It
is important that we have occupancy at Stapely. You market a fa-
cility that does not use restraints. It is an honest way to market
your facility.
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I am’ very happy to be here to talk about our experience. Our
staffing on our. intermediate unit is 2.6. .On- our skilled unit, 1t is
2.8. That is what, our staffing was: when we started. . : o

‘We have been in this a year. We sort of plotted out-how we were
gomg to go about it, and I'am happy to say that in October, the
nursing home admlmstrator removed the last, restralnt from the fa:
cility. -- :

There is a game called “Into Agmg Perhaps you have heard of
; 1t That is part of the orientation of new people coming in, because:.

~_ you do get staff who have worked in other places. When they come

to our facility, we have to let them know that. this is the way we do:
it at Stapely The easiest way is to tie them in a chair, play the
- game, and’ glve them a: certaln sens1t1v1ty to what we dre trylng to
do. = . :
Thank you: very much for thls opportumty

I,r;?-; 3 STATEMENT OF LYNNE MITCHELL PEDERSEN

Ms MITCHELL-PEDERSEN Thank you. ‘ .
~ ~1 come from Saint-Boniface General Hospltal in Wmmpeg, Wthh ,
. is"an 850-bed’ tert1ary care hospital affiliated with the University of

o ‘Manitoba. It is owned and operated: by. the Grey Nuns and is the

+ oldest- “hospital in western Canada.. It is- ‘situated on the, ‘banks of
“ the Red River. Those of - you- Who don t know Where W1nn1peg is

- niay know, where the Red River is.”

.. .JThe reason"T.am here today is that in late 1981 and early 1982
"ol - department ‘made’ a ‘change away from 'using physical” re- -
~ straints. Within ‘a_1-year, period of time, we achieved a- 96-percent‘ .
_réduction’ in their use; whlch has been mamtamed and even en- o
_hanced to this date. :*
" To give you a sehse of our department I work in the Department
. .of Ger1atrlc Medlclne, which is a 156-bed unit including a 20-bed
‘ ,palhatlve care unit. We also have a 15-space ger1atr1c day hospital.
To_give you. an idea of the-kinds' of. patlents 'we have because
" people often’say to me, “Your patlents aren’t. like ours. It's all
. right for you to move away from restraint use, ‘but ‘we are differ- .
" ent.”. About a third of our patients are those elderly who are acute-
ly ill, admltted ‘through emergency or directly from the communi--

ty. Approx1mately another oné-third are.those admitted for reha-.

* bilitation, including. stroke rehab.and orthopedic rehab;.including
Aamputee rehab. The other third are those people who have been -

" paneled for placement in permanent long-term care and are await-
ing that placement. That gives you a sense.of the populatlon group
that we work with. . °

What I want to do this afternoon is to tell you a httle bit, about»'f '

~ what happened for us; why-we took this course, how we did it, and -
where we are at this 'moment. To start out with, why, our story
starts with a very tragic event, where.a patient, not in our depart- .
- ment but in another area of the hosp1tal strangled in an. 1mpr0per-‘
ly applied Posey jacket.
" "There was an inquest following this acc1dent and recommenda—
.. tions were made. to our board, including one. that said that all of -
" our staff must be’ taught how to use restralnts properly It is

P
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strange that we always say, “Let’s use them properly,” instead of,
“Let’s do away with them.”

At any rate, our board accepted that recommendation. Our con-
tinuing education department made a very excellent film on how
you tie people up well, and every front-line staff person in the hos-
pital had to view that film and sign in that they had viewed it. We
had a big 3-day blitz for everybody to look at this film on using re-
straints.

That blitz coincided with the arrival of our new head of Geriatric
Medicine, Dr. Colin Powell, who is a British geriatrician. He
walked in the door from Britain, where restraints are much less
commonly used, to watch the whole parade of the entire hospital
staff marching off to see this film on how to tie people up.

He was upset to say the least, and challenged our vice president
of nursing about what was going on here. She said, “All right; if
you're so smart, show us what else to do.” Of course, doctors don’t
know that kind of answer, but he very wisely took it to a group
within our department, the advisory committee, which is comprised
of the heads of each discipline within the department, social work,
OT, PT, as well as all head nurses and physicians. You can see that
this is a group that had a lot of influence and power within the
department.

The group decided that, first of all, we would try to create some
policy guidelines around use or nonuse of restraints. Second, we
would create a video tape as an education intervention, and finally,
we would do a grand and glorious research project, a before/after
restraints, intra-ward, inter-ward, and so on.

All this discussion got underway, and I will tell you specifically
what we discussed in a moment because I think if is relevant to
how we achieved our change. We started working on this video
tape which looks at alternate ways to care for patients instead of
using restraints.

I was the producer of this video tape and we had very many
people from our department involved, including cleaning ladies,
ward clerks, and everybody else. It was a big production, a big nui-
sance, actually, to everyone in the place.

By the time we got the video tape made, restraints had disap-
peared, and we couldn’t bring them back just for the sake of doing
the research project, so our research was spoiled. We have kept
data which I will share with you in a moment.

Before I do that, I want to tell you what restraints I am talking
about. I know that we had a discussion this morning about defini-
tion of restraints. I will tell you what we looked at.

All of these on the slide, we consider restraints. We had no way
to count the use of bed rails and geriatric chairs, so they are not
included in my data. We had ways to count these other things, so
we could include them. However, when we took a look at all the
incident reports around use of geriatric chairs and the very, very
bad accidents that can happen with their use, we just made the de-
cision to abandon them. We just took them all away.

Most geriatric chairs are not properly constructed. They have an
inadequate base so that if people tip over in them, they really
smash and really have some serious injuries. So we just ditched
them at that point.
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We still contend with bed rails because it is impossible to buy an
institutional bed in Canada that is low enough to the floor so that
an old person can put his or her feet on the ground from it. This
bed rail business is still an issue, and we are looking at kinds of
beds available. ‘ o o :

We are counting the things that are above the dots in the slide.

Our discussion in this advisory group centered around two focuses.

The first was that we'decided to look at four stereotypes of patients

. that are commonly restrained. Joanne referred to these this morn-
ing. This was a way to get a handle on what we were doing with

restraints. ' o ' :

As I said, this was a multi-disciplinary committee, and that was
essential to solving the problems. For example, for the frail or un-
safely mobile person, it is often-the OT and PT people who have
the resources to help us deal with that kind of problem. The whole
_ team is needed to do this kind of problem solving. - _

. 'We looked at alternate ways or suggestions for care planning for
each of these groups and incorporated these suggestions into our
video tape. We have two articles, one of which is included in one of
the handouts today, which have case studies that illustrate some of
these suggestions. I have a few copies of an article that was in
“Nursing '89,” - called, “Avoiding Restraints: Why it Can Mean
Good Practice.” We used those words “good practice” to get them
into the legal language. There are also case studies in that article
that suggest other ways to approach these very difficult problems.

We talked about these four types of patients and also focused on
those affected by a change away from restraint use. We concluded
that they were, by and large, these four groups of people: the pa-
tient, the family, staff, and the.institution. I am going to talk a.
little bit about each of those. : , ’

-First of all, the patient. The patients react in & variety of ways to
being restrained. A common reaction is that of protest, agitation,
struggling to get out of restraints, and for those of, us who have en-
gaged in trying to restrain someone who is agitated, we know how
much time that involves. I encourage those of you who are doing
staff time counts to take that factor into account. Incidentally, we.
have. not increased our staffing or changed our staffing in any way .
based on nonrestraint use. R -

Patients often react by protesting, but they may also react pas-
sively, by withdrawing. We are all familiar with the picture of rows
o}f1 people sitting in wheelchairs with heads hanging down on their -
chests. . : .

In general in our society, we restrain only two groups. of people;
one is children and the other is prisoners. I think we have to ask -
' o}tllrsels{ves why we believe it is okay to restrain the old, the frail, or
- the ill. , o L )

There is also a question of paternalism versus personal auton-
omy. The issue of risk is not an easy one to come to grips with, but
it has to be faced. We found that it helped for us to -ask ourselves
the question: how would it be if it were me who was choosing be-
tween risk or restraint? That is a very helpful perspective.

We must.also consider what happens to other people’s perception
of a patient when he is:restrained. There is no doubt that when a
patient is restrained, he is more likely to be viewed by others pass-
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ing by as unsafe, as disturbed, as dangerous, or certainly as less
competent. We have to remember the role of self-fulfilling prophe-
¢y in behavior.

Second, the family may react in many ways, but these often in-
clude, first of all, rejecting the idea of restraint. They often have
feelings of horror and sadness at seeing their own mother or father
restrained. But eventually, people generally come around to the
view that the professional knows best. We can talk people into a
wide variety of things that they must wonder about afterwards.

If they have been especially concerned about safety at home,
then they may somehow see it as home being where it was unsafe
and the hospital is where you must be safe at all costs. Therefore,
we can generally talk people into agreeing with restraint use based
on that premise. Occasionally, families may even request restraints
for safety, but the request is more often that other people be tied
who are disturbing their family member.

Our experience has been, generally, that families want what is
best for their relative. Once they understand our rehabilitation
process and our goals that acknowledge a person’s dignity, they are
generally pretty comfortable with the decision not to restrain.

Third, we looked at staff. Staff very definitely feel a tension be-
tween responsibility and blame, the tension between ensuring pa-
tient safety and encouraging autonomy for patients. There is no
doubt that this produces anxiety for staff. We need to acknowledge
that in making this kind of change.

Staff fear very much being blamed, particularly for accidents
such as falls. We need to look at our incident reports. How do we
force staff to report falls? Are the incident reports a red flag and
are they logged on the person’s professional record, and so on? I
have seen examples of this, and it would be very difficult for those
people to get past the feeling of blame if that is indeed how the
administration works.

We found that staff need very much the support of head nurses,
the heads of other disciplines, and especially physicians. We have
made a very verbal and oft repeated pact that responsibility for the
decisionmaking is shared by the whole team at case conference and
is reviewed there.

Incidentally, I get a lot of credit for this change having taken
place. It is our front-line nursing staff who own the credit for this.
It has been their creativity that has enabled this process to
happen.

Fourth, we had to look at the institution itself, at the tension be-
tween maintaining its reputation as a humane provider of care and
its very real concern for the legal liabilities. Interestingly enough,
our hospital lawyers found that there has never been a case in
Canada where an institution has ever been found liable for not
having used restraints. All suits were for misuse, which in turn, led
to accidents. That was very important information for us.

In Canada, we also suffer from myths of what happens south of
the border. They say, “The United States has all that litigation. It’s
going to flow over the border.” So it was very reassuring to hear
that this is indeed also the scenario in the United States.

Our lawyers found something else, though. Not only had an insti-
tution never been held liable for not having used restraints, but
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also, that in using restraints, we are liable for charges of assault
and false imprisonment if we use restraints without the patient’s
' consent.- Mostly, restraints are.used without patient consent. That
~ was.incredibly important information for us and very supportive to
-us in making this change. = . . . '
We focused on those two issues, the four common groups.of pa-
tients often restrained, and .second, who was affected by the
. change. What happened then as’a result of our discussions? We -
looked at numbers of restraints used.before and after, and we have
maintained this data to this day-and atzthe number of falls, both
serious and nonserious. Iswill explain that in a moment. Third, we
-looked at howsmany psychotropic drugs were used. As folks said
this morning, we ‘want to be sure that we are not just slugging
people out on medications if we are not tying them up. . .- ..
First of all then: how many restraints? The chart shows that the
change occurred- in'late 1981.and early 1982. You can see that we .
still have an occasional use of a'restraint. I always consider. these a

~personal failure of - my:own creativity somehow.

T can tell you some=éxamples, if you like, of problémé that we -

" were not.able tossolve. That last figure represents one person who
- was restrained for a period of 10 days,-a woman who was exceed-
ingly: demented:and had psoriasis on her face-which she would not .
-quit clawing at, so-we put a mitt on her..I consider that a-problem
of my own creativity. I was not able to think of a way around that.
It lllS incredibly challenging to get past these, but at some time we-
will ) L . T R . , . : Co ‘

Second is the number of falls per 1,000 patient days. A serious

-fall is defined as. any fall that requires a-doctor to.do something

- more than just examine the patient, Anything from one stitch in

- the finger to a broken hipis considered a serious fall, and we have .

- not had any statistically significant increase in serious falls. There
-~ - have been ups-and downs in numbers of falls, and:this ‘past year we
have had an increase which we are now examining very carefully. .

Third, our psychotropic drug use—you notice that between the
years.of 1982 and- 1983, with 1982 being the first full year of limit-

.ed restraint use, we had a 29 percent. reduction in the numbers of
doses of psychotropic drugs. We can only speculate about that, but
we assume it is because we did more careful care planning after
that time. We certainly were not slugging people out on medica-
tions. o : : . : ' '

Incidentally, those of you who are administrators will be inter-
ested in this. Our Central Supply Department which supplies.our
restraints, estimates a savings of $15,000 in the first 2 years due to
less replacing, distributing, and laundering of restraints.

What are we doing now? We now regard the use of restraints as
a negative. practice. The next slide shows a patient restrained in
Bedlam in 1815. As Neville Strumpf said ‘this morning, the argu- .
ments against freeing the folks from Bedlam are the same as the
arguments we are hearing now. We need to look more at the haz-
ards and problems of using restraints, problems with mobility, .in-
continence, skin breakdown, etc. | -

At present, we rarely consider the use of restraints. We consider
them to be an unusual response to an unusual situation. We regard
nonrestraint as progressive practice and we feel that we are able to
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care safely for a broad range of elderly people without using physi-
cal restraints.
Thank you for asking me to be here today.

STATEMENT OF CARTER CATLETT WILLIAMS

Ms. WiLLiams. What I will be speaking to you about for a few
minutes is a visit to a nursing home in Goteborg, Sweden, called
Grabergets. I visited several times and talked with the Administra-
tor and Director of Nursing, Ulla Turemark. It is a nursing home
that has 210 people in residence, basically of the same functional
level as people in our skilled nursing facilities and with a staffing
ratio, so far as I could tell, roughly similar to that of our better-
staffed homes.

I had heard Lynne Mitchell-Pedersen’s paper 4 years ago in New
York, but the first time I had a chance to observe restraint-free
care was at Goteborg. I sat on the edge of my chair as I asked Ulla,
“How do you do it without using restraints? How do you care for
people who are so sick?”

Her answer was very low-key. She said, “It is attention to many
details. There is no one magic formula. The concept that we deal
with here is individualized care.” As she talked to me and I ob-
served, I saw that it was a person-oriented care rather than a task-
oriented care. You will see many common themes as I run through
the elements that I saw there.

There were six elements. They had to do with continuity of rela-
tionship, with opportunities for residents to make choices, with
comfort and safety, attention to homelike surroundings, attention
to staff attitude and morale, and a special approach to people with
dementia.

The matter of continuity of relationship they took very seriously,
and once a person entered the home, he/she stayed with the same
staff. From this knowledge that the nursing staff, particularly, had
of the patient, flowed the ability to develop an individualized care
plan with that resident and his or her family. That was basic to the
whole process.

Nurses were responsible for knowing the needs and preferences
and the customary daily patterns of people who were admitted to
the home so that they could bring flexibility into their lives in the
nursing home, insofar as possible. That leads us to the second ele-
ment, which is choice.

Ulla said to me, “Everyone at this home awakens of his or her
own accord in the morning.” There is no uniform routing of people
out of bed at an early hour as happens in many of our homes.
There is an element of comfort and of recognition that we all have
different schedules and rhythms to our days. There is choice about
fooil. For anyone who can feed himself, meals are served family-
style.

There are choices by residents of what clothes they want to wear
and choices about activity and refinement of activity patterns so
that attention is paid to the little things that a person does each
day. It is not thought of so much in terms of group activity.

There is emphasis on comfort and safety. One of the prime exam-
ples is that as soon as a person is admitted to the nursing home,
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the occupational ‘therapist works:with that individual to find the
“most comfortable chair for him/her-and to work out-the arrange-
ment of pillows, bolsters, and so forth that achieve good position-
ing. You see people sitting in many different kinds-of chairs. There
are beds tHat lower to within 16 inches of the floor. So that injuries
. associated with getting in and out of bed, or falling outof bed, are *-
. minimized. . . s Lo o LT Lo '

_. Fourth, there is a lot of attentien given-to a homelike, atmos-
phere and homelike surroundings. Residents bring furniture to the
© ¢ommon: rooms as well as to their own rooms. You-see upholstered
chairs, rocking chairs, rocking stools, sideboards, afghans, and dif- -
ferent lighting fixtures. What I notice with much satisfaction was
- that this adds to the individuality of the person with dementia.and
his or her personhood, because such a person needs -all the clues
possible that say, “I am a socially functioning human being.” If I .
am sitting beside the coffee table and there are flowers and a cloth
-on the table and a-picture. above me, ‘and I'am sitting in.a- home-
like, non-institutional kind of chair, it-helps me .and-the staff to see "
me as an individual person. - =~ - e o

There is attention to staff attitude and morale, and constant edu-
cation. The thrust. of the education is’that sick older people are
people like the test of us. There is emphasis on.the fact that we are '
perpetual: students. At Grébergets they do’not feel that they have
arrived at a final body of knowledge. They are constantly evolying
and finding new ways to individualize care.

- Finally, there is a special approach to patients with dementia’ =

- That approach is based on-the conviction that people with ‘Alzhei-
. mer’s and other dementing diseases have feelings, have preferences
.. and-needs which we, in large measure, can learn to understand.

* We have heard Joanne Rader and others.refer. to this here today.

We can begin to understand and we can respond-on an individual - -
. basis. We can learn what is upsetting to an individual and what is’

comforting- and learn the ways that we can reach people without
~ tying them-down. : T _— . L ‘
. A different kind of place results when you are doing this kind of
care: calmness, contentment, and respect for the individual ‘person
mark this place..Once you have seen it; you have to bear witness to
" "Thank you.. *~ = R

Dr. ToreLL. We will have an opportunity later in the program to -
- bring the panel back up here for.questions. In the meantime, T -
“would like to thank the:four of you for your comments. - - .~

Mr. LEwis. Our next presenters are in the area of New Federal
“Policy Directives. Sarah Burger is a consultant for the National
Citizens’ Coalition for Nursing .Home Reform. She:is author of
* “The Ombudsman Guide to Effective ‘Advocacy Regarding Appro-
priate Use of Chemical and Physical Restraints.” Sarah will intro-

duce our two speakers in this area. = - -
Sarah. = - IR o

C STATEMENT OF SARAH BURGER
- Ms. BurgEer. Thank you very much.
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For the last hour or so, you have been listening to the nuts and
bolts of how to do it. We are going to take you to a different plane
now and find out what will help us do it. Eliminating inappropriate
physical and chemical restraints is a surrogate, really, for the qual-
ity of care and quality of life of all residents in nursing homes,
each ‘and every one of them. Finding alternative methods of care
for the restrained population requires the same process as deter-
.mining the care for all residents in nursing homes.

Physical restraints are really an observable red flag. They tell us
that, that person’s needs are not being either defined or met. We
cannot unlock restraints without individualized assessment of both
strengths and needs.and also individualized care planning and im-
-plementation. This-process to eliminate inappropriate restraint use
-1s the same process that-should be used to provide quality of care
and quality of life for-all residents in nursing homes.

The Nursing Home Reform Act of 1987—we refer to it as
OBRA—provides a mandate for quality of care and quality of life.
It also tells us about residents’ rights, specific to chemical and
physical abuse, resident assessment, and care planning. It also
speaks to the delivery of services.

Let me just highlight a few little places in that law for you. You
have a copy of it in your packet of materials.

A nursing facility must care for its residents in such a manner
and in such an environment as will promote maintenance or en-
hancement of the quality of life for each resident in accordance
with a written plan of care. That plan of care should be made up
with the resident and/or the resident’s family or legal representa-
tive present at the care planning conference. That is written right
into the law, and I think that this morning, Jill spoke to that beau-
tifully when she said that the resident must be the one who gives
permission to use or not use restraints.

A nursing facility must provide services to attain and maintain
the highest practicable mental, physical, and psycho-social well-
being of each resident. A nursing facility must promote and protect
the rights of each resident, including the right to be free from
physical or mental abuse, corporal punishment, involuntary seclu-
sion, and any of the physical and chemical restraints imposed for
purposes of discipline or convenience and not required to treat the
patient’s or resident’s medical symptoms.

In addition to the health care financing activities, which we will
be hearing about in a minute, to implement OBRA, changes in the
Older Americans Act in 1987 strengthened the long-term care om-
budsman programs, which as an advocate for nursing home resi-
dents, has greater authority now to implement OBRA and see that
its highest standards are met. The Health Care Financing Adminis-
tration has demonstrated great sensitivity and leadership in carry-
ing out the OBRA mandate by issuing regulations and interpretive
guidelines designed to promote individualized assessment and care,
the basis for increasing the quality of care and quality of life for
nursing home residents and decreasing inappropriate restraint use.
Our two speakers will speak more to that.

It gives me great pleasure to introduce our first speaker, Alan
Friedlob, who is the Chief of the Nursing Homes Branch, the Office
of Licensing and Certification in the Health Care Financing Ad-

26-077 0 - 90 - 3
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ministration. He is a Commander in the U.S. Public Health Serv-
ice, but most of all, I want to tell you that he has been a wonderful
listener, a very careful listener, to all sides of the concerns on this

- issué. As such, he ' has been able to write regulations and require-
ments and instruction and training for surveyors that really have
been extremely sensitive. It is a pleasure to introduce you to Alan
Friedlob.

STATEMENT OF ALAN FRIEDLOB

"~ Mr. FriepLoB. Thank you. I am glad to be here representing the
Health Care Flnancmg Administration.

The Nursing Homes. Branch has been respon51ble for writing the
interpretive guidelines and developing the survey procedures to
support regulation of the quality of care of nursing facilities. It is
from that perspective that my remarks will focus on discussing the
new long-term care requirements and interpretive guidelines -as
they apply to assessing the use of physical restraints.

First, I want to show how the language of these regulatlons re-
lates to public policy concerns about the use of restraints in nurs--
ing facilities. Second, I want to examine how monitoring the use of"
physical restraints is addressed in- other areas of the regulatory
process, in particular, the OBRA 1987 mandated resident assess-
ment initiative, and monitoring the effects of a nursing facilities
environment on the quality of life of residents. Finally, I will com-
ment on how HCFA will monitor the ‘effects of these new regula-
tory requlrements and survey procedures on restraint use.

The nursing facility requirement concerning restraint use states
that a resident has the right to be free from any physical restraints
" imposed or psychoactlve drug administered for purposes of disci-
pline or convenience and not required to treat the resident’s medi-
cal symptoms. In developlng the interpretive guideline to assist
State and Federal surveyors in evaluating a facility’s use of physi-
cal restraints, wé consulted widely with . .industry representatives;
resident advocates, and professional groups. Many of you are ir the
audience -today, and we wish to take the opportunity to thank- you
for your cooperative efforts. .

These consultative activities focused on two issues: what constl-
tutes a restraint and under.what circumstances can a restraint be
~ used? We approached resolving these issues by keeping in mind a
principal policy objective of OBRA 1987, “That each resident must
. receive and the facility must provide the necessary care and serv-

“ices to attain and maintain the highest practicable physical or
. mental and psycho-social well-being i in accordance with the compre-
. hensive assessment and plan of care.’

‘Thus, in reviewing the use of restraints, we ask that surveyors
not only assure that restraints do not harm a resident’s well- being,
but ‘that if used, these devices enhance that resident’s well-being.
In the interpretive .guideline, physical restraints are defined as,
“Any manual method or physical or mechanical device, material,
or'equipment attached-or adjacent to the resident’s body that the
individual can'not remove. eas11y, whlch restricts freedom of move-
ment. or normal ‘access to one’s body
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Leg restraints, hand mitts, soft ties or vests, wheelchair safety
bars, and Gerichairs are included in this definition. Bed rails have
not been included in this list of physical restraints, but are ad-
dressed explicitly in the interpretive guideline concerning accident
hazards, “Misuse of bed rails,” that is, to keep someone from get-
ting out of bed voluntarily.

Regarding the circumstances under which physical restraints
may be used, the requirement rejects the use of restraints as a
means of coping with staff shortages, that is, “for purposes of con-
venience,” or managing resident behavior in the absence of a com-
prehensive assessment of a resident’s needs, that is, ‘“for purposes
of discipline.”

Rather, surveyors are directed to examine the appropriateness of
the clinical objectives for which the restraint is used. For example,
we recieved many comments that physical restraints such as vests
are used routinely for purposes of postural support, even though in
this regard, they may be of questionable effectiveness.

Thus, the guideline states-that, “Less restrictive measures than
restraints, such as pillows, pads, removable lap trays, coupled with
appropriate exercise, are often effective in achieving proper body
position, balance, alignment, and preventing contractures.” We ask
that surveyors look to see if and how the facility has sought to use
less-restrictive supportive devices prior to using physical restraints
as defined in this guideline.

Furthermore, the interpretive guideline states that if the facili-
-.ty’s staff decides that the physical restraint would “enable and pro-
mote greater functional independence, then the use of the restrain-
ing device must-first be.explained to the resident, family member,
or legal representative, and if the resident, family member, or legal
representative agrees to this treatment alternative, then the re-
straining device may be used for the specified periods for which the
restraint has been determined to be an enabler.” The interpreta-
tion of this regulatory requirement asks facilities, in consultation
with the resident and family, to weigh explicitly the risks and ben-
efits of using restraints.

For example, what process has the facility used to evaluate the
resident’s desire to maintain his or her dignity by avoiding use of a
restraint, even though he or she will be at greater risk of falls, or
conversely, the resident’s desire to avoid falls through use of a re-
straint after alternatives have been documented?

Additionally, restraint use may be determined by a physician to
be necessary in situations where there are medical symptoms
which are life-threatening, such as dehydration, electrolyte imbal-
ance, or urinary blockage, and use of the restraint is temporary
and enables treatment. For example, the time-limited use of hand
mitts may be justified to restrain a resident readmitted from the
hospital with a urinary catheter until the resident has recovered
sufficiently to initiate bladder retraining.

In addition to commenting on the nursing facility requirement
interpretive guideline, I also want to briefly discuss the relation-
ship between the monitoring of restraint use and other components
of OBRA 1987. Beginning October 1, 1990, OBRA 1987 requires that
all nursing facility providers administer a comprehensive resident
assessment based on a nationally uniform minimum data set. Not
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only is it ‘tne ‘intent of the OBRA 1987‘7'resident assessment initia-
tive to improve the quality of assessment and care planning in
" nursing facilities, but we want resident assessment to serve as the
cornerstone of the outcome-oriented survey process.
. We want to direct surveyors to review the use of restraints from
an outcome-oriented perspectlve That is; monitoring the effects of
restraint use on resident’s psycho-social -and’ physical functioning.
Once the minimum data set and resident assessment instrument. is
in place, surveyors will be able to examine consistently the associa-
tion between the use of restraints-and negatlve resident outcomes, -
“such as chronic constipation, incontinence, pressure sores, loss of
independent mobility, mcreased agltatlon, or symptoms of with-
drawal or depression.

We :will be able to better examine the possibility that failure to
provide aggressive competent rehabilitation and other ¢are over
time leads to the inevitable use of restraints. Our goal is to get sur-
veyors to use resident assessment as the means for holistically. re-
viewing the 1mpact of faC111ty care and treatment practlces on the
re51dent

- This orientation is meant to -minimize, for example, the review ‘of
the use_of physical restraints ‘in isolation, with minimal consider-
ation of how restraints affect the health and quality of life out-

" comes, given the unique rieeds of each iésident, and vice versa, how

". care provided affects the use of restraints. This is the way for a fa-

- cility to _eventually  have an. env1ronment 1n wh1ch the use of re-

. straints is minimal."

The new long-term care requlrements and mterpretwe guldellnes
also ‘ask surveyors to review the characteristics of a facility’s physi-
cal ‘environment that promote maximum- independence and self-
control. For example, in the ‘quality of life ‘requirement for accom-
modation of needs, the 1nterpret1ve guideline addresses, “* * * Ad-
aptations of the facility’s physical environment that aid residents
to maintain unassisted function. For -example, measures to safe-
guard cognitively impaired residents who wander from undue
danger, yet allowing them to walk around unréstrained.”

* We thus have the challenge of training surveyors to make them
more aware of how the facility’s environment can be adapted to
promote safe wandering behavior so as-to reduce the use of physi-
cal restraints and minimize the risk of serious injury due to falls.
We want to ensure that surveyors look for how facilities are at-
tempting to accommodate the disparate needs of residents i in’ ways
that may obviate the routine use of physical restraints. ‘

In conclusion, the new requirements and interpretive guldehnes
have set a clear expectation that providers will exhaust alternative
methods before applying restraints and will assure that when re-
straints are applied, resident rights, health, and safety, are protect-
ed. We do not require nursing facilities to become restraint-free
upon implementation of these requirements, but we are certainly
supportive and wish to facilitate providers’ efforts to reduce or
eliminate the use of physical restraints.

In our ongoing monitoring efforts, we need to know more about
the organizational and resident characteristics that distinguish
high restraint-using- facilities. During the course of developing
these regulatlons, the’ followmg research issues emerged that may
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affect facilities’ ability to formulate interventions and reduce the
use of restraints.

What happens to nursing staff who have relied on restraints and
who are asked to change customary behavior? What roles do fami-
lies and physicians play in influencing changes in facility policies
about restraint use? How can changes in environmental design
affect restraint use? How do existing codes limit facilities’ ability to
respond creatively to find environmental solutions to restraint use?
What are the costs associated with providing a restraint-free envi-
ronment; of low restraint use; of above average restraint use? What
are the costs of individualizing care?

What are the accident and injury rates due to high versus low
restraint use? How do the attitudes of nursing facility administra-
tors and boards of trustees toward litigation and negligence affect
restraint use policies? How do staff and resident attitudes toward
resident autonomy, risk-taking, and choice influence restraint use?

What is the interaction between use of physical restraints and
psychoactive drugs for managing resident behavior inappropriate-
ly? Will regulatory policies monitoring the use of physical re-
straints lead to increased use of psychoactive medications for such
purposes? Finally, through the resident assessment system, can we
validly and reliably measure the adverse physiological and psycho-
logical effects of prolonged restraint use?

1 want to thank the Senate Committee for giving HCFA the op-
portunity to comment.

Ms. BurGger. Thank you very much, Alan.

Our second speaker is Connie Cheren, who is Director of Licen-
sure and Certification for the Health and Human Rehabilitative
Services, State of Florida. I like the fact that they have rehabilita-
tive right in there in the title of their agency. That is nice.

She is responsible for licensing and certification of over 4,300
health care facilities, including 27 different types of providers.
Nursing homes and hospitals both come under her purview.

She is a registered nurse and also an M.S.W. and her past experi-
ence includes development and implementation of the Illinois
QUIP program, which is the Quality Incentive Program that some
of you are probably familiar with. At the same time, she rede-
signed the Illinois reimbursement program into one which focuses
on providing restorative care, a basic tenet for successful restraint
removal.

Connie was a nurse in a long-term care pediatric Medicaid
skilled-care facility for a number of years. This was for profoundly
and severely mentally retarded children. She says that it was there
that she first realized that institutions could give quality care.

We look forward to hearing from you, Connie.

STATEMENT OF CONNIE CHEREN

Ms. CHEREN. Thank you, Sarah.

I am glad to be here today from Florida to share the good news
that is happening in Florida, to share what has happened in Flori-
da over the past several months in response to what we are calling
restraint reduction. I think that the success of this is shared by
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many people. Mostly it is because of the provider response. That is
what I want to share with you today. '

It is also in response to regulation. As a regulator, I take respon-
- sibility very seriously, and what I have learned over the past sever-
al months is that the bottom line is that regulation works: In this
area, I certainly don't think we need any more regulation—I think
we need to read the regulation that we have and enforce the regu-
lation in this country. I think that the dramatic results that you
can see that have happened in Florida over the past several
months makes me a believer again-in good, fair, aggresswe—I like
to use that word aggressive—enforcement.

The St. Petersburg Times also deserves much credit. in keeping
this issue in the forefront over the past several years. They were
the newspaper that highlighted the several deaths that occurred in
Florida and throughout the country We had five deaths from the
inappropriate use of restraints in the State of Florida.

When I became director there a little over 2 years ago, Steve
Nohlgren of the “St. Petersburg Times” started following the kind -
of work that I wanted to do in Florida. I was in a facility at that
time and toured the facility, and there was a resident restrained. _
" You can always tell when a resident who is restrained can walk.
You can tell because they seem to be ready to. stand up and you
know that if the restraint is released, they can stand.

I said to the staff there, “Why is ‘this person restrained?”’ They
gave the response, “Because he’ll walk and we won’t know where
he goes.” I just gave a seminar to providers and I said, “If you are
going to inappropriately use restraints, for God’s sake, don’t tell
the director of the agency that you are restraining people to keep
them from ambulating, and that you don’t have staff to watch
them. You might as well write your own deficiency if you are going
to do that.”

. We did tell them that day that they had to release that resident;
- that they could not do :that. Steve wrote that in an article and the
providers saw that. Then Steve asked me, “What are you going to
do about restra1nts in Florida?” I said, “We are going to reduce re-
straints.” We were at that time at about 41 percent, and that is
right in keeping with what the natlonal average was, which I think
is extremely hlgh So I sald “We are going to reduce that
number.”
. We-have_been focusmg on restorative programs and other kinds
of things. This summer, there was a knock on the door and Steve
essentially said, “Connie, what is the restraint use in Florida?” 1
said I didn’t know and, “Let me get the MMAC data, the self-re-
porting tool that the prov1ders do each year at annual survey time
and it is the only data that we really have that we can rely on at’
this point. It came out to be 49 percent.

I said, “Steve, let’s talk about this.” The MMAC material had
changed in the interim and I wasn’t so sure that it was reliable. I
said, “If it is that hlgh that is very distressing, but let me do some
review of that and let’s do a survey of the providers and see where

- we really -are.” Well, I do frequent visits in nursmg homes—very

frequent.
My favorite part of my job is to go out and to be w1th residents,
to tour facilities, and to see what is going on. I think that is the
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best outcome of how we are doing, to actually see what is happen-
ing.

That following week I was in a facility and it happened to be in
Tampa in the St. Petersburg Times area. Sure enough, there were
residents who were inappropriately restrained.

I asked the same question, “Why is this resident restrained?”
They said, “Because he will ambulate,” and now we were almost 2
years later and we still had providers saying to us, “Because he
will ambulate.”

Every surveyor that is in a facility is weighing information on at
which point are you going to cite a deficiency. I saw a resident
walking down the hallway with her restraint flapping behind her,
and I knew right then. Something just outraged me, and outrage
was a good word.

We have, thank goodness, authority to place a moratorium on a
facility at any time, which means that they can not admit either
private or Medicaid residents. I said, “This facility is officially
under moratorium as of today.”

Well, they had the owner of the facility in the place within 10
minutes and they said, “Can we have a chance for correction?”’ I
really did think about it and I said, “No, you’ve had time and this
is not appropriate. We’ve been saying this for 2 years, so you are
officially under a moratorium.”

The response was that it sent shock waves among the providers.
It was the first time that we took that kind of an aggressive stand
to say that inappropriate use of restraints was not acceptable.

The provider association responded by setting up three seminars.
Jill came to Florida and has been a big help to us. We had over
1,000 providers attend the three seminars to learn about restraint
reduction.

Since then, we did a survey just 2 months ago to see where we
are with restraints because the stories are very dramatic. We are
at 37 percent right now and we are going to do that survey again
in January. We estimate that over 3,000 nursing home residents
have been released from restraints in the past 4 months.

Individual facility highlights are very dramatic. We have six fa-
cility statistics today, with one facility that had 44 percent and is
now down to 15 percent. They had 53 residents restrained and re-
duced that number to 18. We have a 450-bed nursing home that
had 117 residents restrained in August. Today, they have 20 resi-
dents that are restrained, a reduction of 97 residents.

There seems to be a contest now to see who is going to be the
first restraint-free facility. We are working very carefully with
them in the process of reducing the restraints.

It is a very interesting story about the placement of that morato-
r1um We have copies for those who are interestéd of Steve Nohl-
gren’s recent story. He still writes about what we are doing.

He went back and interviewed that facility and they said, “She
sure rattled our cage that day, but it is right,” and they have re-
duced the restraints. When 1 placed the moratorium they said, “If
we untie that man you are talking about, he is going to take a
walk,” and I said, “Great, plan for it. Go out with him and go for a
walk with him.”
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Smce then; they set up a ‘buddy system ) that all the housekeep-
ers and even the office staff are assigned to a resident, and every
day they take that resident outside for a walk. They said now the -
residents are coming to get the staff and saymg,‘ “It’s time for'us'to
go outside and take a walk.”

How we are continuing to address this as a regulatory agency—
. it’s the first thing since the Illinois Quality Incentive Program,
where we said that if you have-living things in the’ facility other
than the staff and patients, i.e., fish tanks, and every nursing home
in Illinois got a fish tank——th1s is the ﬁrst ‘time that I have seen a
response to something as dramatic as this.

We, as a regulatory agency, quite- honestly, are trying to keep up .
with the providers at this point. The really are the ones who have’
taken the lead now in becoming restraint-free. ,

In response to looking at what they are doing, we are reempha- ..

sizing'restorative care. It is correct to say that restraint is only the =~

tail end of the issue that is an-éxample of poor care. It 'goes back to
what has been in the regulations since 1965. God forbid that
anyone will leave here today and think that because OBRA has
been postponed for 1mplementat1on—Well I called into my office
on break this morning and they said that they had a-call from a
provider who wanted to know, “Since OBRA 'has been postponed is’
the restraint reduction program postponed?”’” '

OBRA does not invent the idea of appropriate use of restraints.
It only reemphasizes and rewords some of that. It is in the current
regulations and it is also in most State licensing regulations. It is
doing a good assessment; it is setting up a good restorative program
that focuses on independence, not dependence, that focuses ‘on pos-
sibilities, not limitations, that works creatively and aggresswely to
help residents function at the highest level possible. :

When all of this is done and a care plan is developed with goals
and approaches that are implémented with the input of the resi-
dent and the family, we will find that restraints are not necessary;
where residents learn how to continue to eat where there are re-
storative eating programs so that N/G tubes -are not necessary, so

" ‘that people who walk into nursing homes can walk after 6 months
- and we won't need postural devices. Those are'all the product of a.
lack of good assessments and a lack of an aggresswe restoratlve
program.

. We must begin to focus regulatlon not on- just the presence of
negative outcomes like bed sores, restraints, and contractures, but
we must also focus on the absence of good care, the absence of
good, positive outcomes. That is a bold step for us to take in this -

-country because that means that we then have expectations that,
yes, old people can get-bétter; they can’learn to eat again, and they
can learn to walk again: We don’t have a right as”caregivers, as
regulators, as providers,  to make that decision' for someone .
anyway. We only have the responsibility to ensure that the settlng :
is in place.for that person to have that opportunity.-

‘The other thing that wé are encouraging facilities to do is to in-
clude occupational -therapy, physical therapy, and recreational
therapy in the-overall plan. In the absence of those things, Just re-
mov1ng restraints will not be the answer.
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The second thing is honesty and trust in developing—I am a
_ little fearful when I hear the word creative. I applaud all the cre-
.ative opportunities and alternatives to restraints, but I hope that
people continue to remember that these people are people just like
you and I in that anything that is dishonest in an approach to fool
them—well, we don’t know what they know. We don’t really know
what they know and what they don’t know, and if that trust is
broken between a resident and a caregiver, I think it is going to be
very damaging.

The last thing is to treat people like adults. These are people
who are adults, not children. We must be careful in all of our ap-
proaches that there are adult alternatives, exercises like you and I
do, the kinds of things that look very much like adults.

In conclusion, we are continuing the call for good assessments
andkgood restorative care. As you can see by these results, it can
work.

Thank you for the opportuntity to be here.

Ms. BuUrGer. Clearly, -we have a new standard of care today that
has been expressed well by Alan speaking at the Federal level, and
by Connie at the-State level, which is inspiring to all of us.

Thank you both very much.

Mr. LEwis. Thank you very much for those presentations.

We are going to take a break now for about 10 minutes. I also
want to mention that at around 4 o’clock, we expect to have copies
of Alan Hunt’s legal materials available for you in the back. If you
want to, you can get them after that time.”

See you back here in 10 minutes. Thank you.

[Recess.]

Mr. LEwis. Our next session is entitled, “Looking Ahead: Chang-
ing Practice Through Training, Education and Research.” To lead
this discussion, we have T. Franklin Williams. Dr. Williams is Di-
rector of the National Institute on Aging and is internationally re-
spected for his research in clinical problems of older adults. He has
been an advocate for implementation of research findings in prac-
tice and for individualized care for institutionalized older people.

It gives me great pleasure today to welcome Frank Williams.

STATEMENT OF DR. T. FRANKLIN WILLIAMS

Dr. WiLLiams. Thank you very much, Lloyd. it is certainly im-
pressive to see the interest in this session and to see the quite
imaginative and committed involvement that is being expressed
here by so many people.

This session, as Lloyd said, is focusing on looking ahead and
changing practice through training, education, and research. We
have a series of people who will be speaking on different aspects of
this from their own points of view.

First is Anne Morris, who is Gerontology Program Manager for
the American Occupational Therapy Association. Her areas of ex-
pertise are environmental modification and the promotion of func-
tional independence for older people.

Anne?

*See appendix 2, p. 197.



— 66

STATEMENT OF ANNE MORRIS . .

Ms MORRIS I'am certainly very happy to be with you this aftér-
noon representing the 42,000 occupational theraplsts around the
United States. The topic I-will be addressmg is “Occupation as
Interaction 'with .the Environment.” I wish to clanfy the impor-
tance of fostering resident interaction within one’s surroundmgs
' rather than eliminating'it through restraint use. - .
~* In order to create caring environments, an occupational theraplst

finds it most helpful to explore all aspects of a residents environ-
ment. These are best identified by referring to.the model of human
occupation first proposed: by Kielhofner and Burke.in 1980 -and
later expanded by Barris in 1983. The model offers particularly
helpful information to-all members of the nursing home communi-
. ty because it identifiés’several concepts that help explain the occu- -
* pational nature of human beings. Through training and education,
: re31dents, staff, -administration, family, and friends can learn to
recognize the benefits of and necessity for developing regeneratlve
‘and caring communities within the nursing home setting.! . ‘

Across the life span, human beings have a need to explore and
master their -surroundings which leads them to pursue activity.
Such exploration involves the use of all sensory systems, sight,
sound, touch, taste, smell, and most 1mportantly, the freedom to
move about at’ will in a surroundlng of choice. Occupational behav-
ior—that is, the- self-care, play, and work. tasks of our.daily life—is
activity which helps define for each of us our personal existence,
Personal needs are satisfied and successfully or inadequately met -
“through the opportunity to partlclpate in daily activities.2 :

When dysfunction exists as seen in behaviors. characteristic of
the confused. elderly such as.agitated behavior or frequency of fall-
ing, the concern by the familly and staff for that.individual needs

" tobe in terms of how these deficits impact upon his or her ability -

to participate in daily activities. Attention must be directed toward
the entire person. Enablement of either direct or indirect partlclpa-

L tlon in activity needs to be initiated.3

“In .the model of - human: occupatlon, the human belng 1s repre-
: sented as an “open system’” who chooses to interact within the var-

" ious daily surroundings. In the model, the environment is conceptu-
.- alized as fout: concentric. circles or layers surrounding the persons.

.The innermost circle contains objects which are things -that. we
-each-use to perform a task. The second circle includes the tasks,
.thoseé activities of daily living which each. of us perforin: self-care,
play, and work. The third circle represents the social groups and
organizations, with whom we.come into contact: nursing home staff
and administration, work teams, family members, and friends. The
outérmost circle, of course, includes culture, reépresenting the
values and behefs bmdmg and determlnmg 1nd1v1dua1 and group
pursuits. '

As mobility and energy decrease ‘the frail elderly person s envi-
ronment usually becomes much smaller Increasing amounts of
time are spent sitting, less movement occurs 1n a typlcal day

1 Porszt. Miron, 1988; Hersch, 1989; Calnon, 1989; Kan & Michels, 1989
2 Barris el al, 1985.
3 Macdonald, 1986; Sincox and Cohen, 1986; Zgola, 1987 Rogers 1989
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Social contacts dwindle, further limiting interaction with the envi-
ronment. In essence, the environment no longer provides an easily
accessible arena for practicing performance skills or maintaining
roles, and certainly reduces positive reinforcement of self-esteem.
“Environmental press”’ those demands which exceed or offer inad-
equate challenge for the patient’s capabilities lead to maladaptive
performance, and affect.4

Opportunities to use relaxation skills to reduce stress is often dif-
ficult to provide for the frail elderly resident. Research studies con-
tinue to verify the importance of movement in space as a means
for relaxation. Use of the rocking chair has long been a popular
choice for relaxation for this reason.5

At a North Carolina Convalescent Center studies have been con-
ducted using the “Carolina Rocker”, a platform which is secured to
the base of a regular wheelchair. Results show that the non-ambu-
latory, wheelchair-mobile resident can benefit from the effects of
rocking.® .

The frail elder person typically displays combinations of mobili-
ty, congnitive and emotional impairments. Anatomical and physio-
logical changes begin to impinge upon postural requirements, seat-
ing comfort and performance of functional activities. ‘“Clients who
well positioned will increase their participation in. and functional
performance of important self-care skills. Interaction with the envi-
ronment, awareness, and communication with peers and staff will
increase.” 7 “Postural intervention is especially important for those
patients who do not have adequate musculoskeletal, proprioceptive,
or cognitive ability to readjust their position.” 8

In 1989 RESNA press published the report from a State-of-the-
Art Conference, held in Charlottesville, VA on December 14 and
15, 1989, and sponsored by the Inter-agency Group on Aging. Ex-
perts in attendance at the Conference identified critical needs for
additional research about seating and mobility needs for the cogni-
tively impaired elderly in the areas of: sitting, transfers, walking,
and wheeled mobility. Statistics indicate that 820,000 cognitively
impaired persons are part of 6 million frail elderly persons in the
United States. At that meeting an occupational therapist, Alexan-
dra Enders, proposed adaptation of a conceptual model describing
the utilization of technology currently available. She identifies the
existence of a tremendous gap both in the availability and the utili-
zation of assistive technology to enhance environments for the cog-
nitively impaired frail elderly population. (See figures 1 and 2; Bru-
baker, 1989).

4 Lawton, 1982, Rogers, 1989.

5 Van Dusen & Kiernat, 1986; Houston, 1989.
6 Bailey, 1989.

7 Epstein & Sadownick, 1989.

8 Plautz & Timen, 1989.
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Brubaker, CE (ed)(1989). The Avanlabuuy and Uuuzauon of Assistive
Technology to Meet the Seating and Mobility Needs of Severely
Disabled and Elderly Persons: A Report of a State-of-the-Art Conference
December 14- lS 1988. Washmgmn DC: RESNA Press.
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Ms. Mogris. Occupational therapy, then, is unique in the way
that we view the frail elderly nursing home resident exhibiting at-
risk behaviors. Application of this human occupation model is re-
flected in suggestions made by Wendy Wood, an occupational ther-
apy educator at the University of Pittsburgh.

Looking at one type of patient who is typically restrained, the
person at risk for falls, she proposed these techniques for creating
user friendly environments: “* * * adequate illumination, railings
mounted on walls, level thresholds between rooms, removal of clut-
ter, visual highlighting of door frames and bathroom entrances,
availability of chairs as the resident walks down the very long hall-
ways, availability of appropriate bathroom equipment, stable chairs
in the bedroom and bath to be used during personal care, and
availability of the opportunity to perform daily living activities
which serve to maintain flexibility, endurance, coordination, and
self-efficacy.”

Interventions suggested for those at risk for falling includes:
“training with appropriate assistive devices, analysis of activity tol-
erance over the course of the day, with more assistance provided
when activity tolerance is poorest, individualized exercise programs
to improve endurance, logging of those circumstances surrounding
falls with tailored interventions for preventing more falls, daily
habit training regarding safe management of orthostatic hyperten-
sion, and frequent and routine periods of supervised ambulation in
order to maintain mobility and endurance.” ®

Restraints are frequently used with residents who demonstrate
agitated behaviors. Affirming communications which lead to estab-
lishment of rapport with the agitated resident have been found to
renew an interest in activities.1?

Although independent pursuit of an activity may no longer be
possible, the patient continues to maintain performance skills for
certain aspects of that activity. Most importantly, the resident pos-
sesses those basic psychological needs common to each of us: a need
to be productive, to know one’s self as a valued person, and to
maintain contact with his or her surroundings and with other
people. Because occupation involves a complex interaction of bio-
logical, psychosocial, and environmental factors, family and staff
need to know and to learn how to adapt the task to the patient’s
remaining abilities.!!?

In 1980, at a University of California conference called “Environ-
ments for Humanized Health Care,” Barry Barken, then Director
of the Live Oak Institute, presented a paper describing the concept
of the Live Oak Regenerative Community. He said, “We can not
talk about creating a genuinely alternative environment for the
infirm aging without creating a culture which not only will be
healing for the elders who live and die there, but will also be heal-
ing for everyone who interacts within that environment.”

That concept had considerable impact upon the development of
the Lazarus Project, a collaborative research experience recently
initiated by an occupational therapist, Nancy Kari and an histori-

2 Wood, 1989, p. 2.
10 Porzst-Miron, 1989.
11 Sincox, 1986; Zgola, 1987; Rogers. 198%; Wood, 1989.
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an, Peg Michels. They describe the PrOJect as “* * *an interactive

educational’ process intended to empower resident members, their

families and staff * * *"’ through “* * * estabhshlng the feasibility
of an alternative community model for- drganizing service delivery
within a nursing home setting * * * The concept of community in
this particular project means more than a group of individuals
sharing a common space. Interdependent groups of people learn to
accept differences among members and to respond to each other
with respect. Purposeful activity in the form of individual contribu-
tion is central to the development of that kind of community. Each.
member can participate in decisionmaking, has a role, and is ac-
countable for its fulfillment. Acknowledgment is given to these con-
- tributions and legitimized. Dlgnlty is thereby maintained. A result-
" .ing trust in the sense of community emerges and a lively regenera-
tive environment is formed.” 12 ,

The 'image created ‘by the prOJects name captures the very es-

sence of today’s symposium. Reflecting on the Biblical source of the
story about Lazarus we see him ‘emerge from the cave with hands
and feet bound in cloth. Those 'in attendance were asked to unbind
him'an let him free. If we think in terins of unbinding the elderly
. in nursing homes rather than restraining them, the opportunity to
create a growth enhancing environment will be ‘available for every- -
one—re51dents, staff, . admlmstratlonN famlly and friends—the
entire hursing home community,
I hope that some of these occupational therapy perspectlves rein-
‘force the importance of fostering resident interaction with the envi-
ronment rather than eliminating ‘it through restraint.use. A fur-
ther ‘hope is that each of you will strive.to reinforce others’ aware-
ness of the urgency demanded for estabhshlng restraint-free envi-
ronments which allow growth and development to continue well
into-‘the later years.

Thank you.- '

Dr. WiLLiams, Thank you very much Ms Morris.. I think that
the concept of res1dent interaction’ w1th the environment is very
appealing. .
" We will next hear from Dr. L. Gregory Pawlson ‘who is President of
the American Geriatrics Society. He'is also Actmg Chairman of the
Department of Health Care Sciences at George ‘Washington Uni-
versity Medlcal Center, and.has been a leader in developlng ‘the :
geriatrics program at George ‘'Washington University.

His areas of interest and reésearch include medical education,
health policy, health services, and health care financing, espec1ally
as they relate to older people and geriatric medicine. He serves on
the editorial boards of several medical journals and is Section
Editor of the Law and Public Policy Section of The Journal of the
American Geriatrics Society. He will speak about professional edu- -
cational today.

Greg.

STATEMENT OF DR. L. GREGORY PAWLSON
Dr. PawLsoN. Thank you very much.

. 'z Kari & Michels, 1989, pp. 1-2.
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I might say that I think you have already found a convert. I was
very intrigued by the model that you were developing because I
think that it reflects on what I am about to say. It is almost like
we have the solution, perhaps before we have recognized the prob-
lem in medical education.

The first point I would like to make really echoes what you have
heard before, but comes from a slightly different point of view. I
think that from an academic or scientific perspective, the best that
we can say about the use of chemical and physical restraints in the
nursing home is that the indications for the use are unclear and
that the evidence for the efficacy and safety of their use is essen-
tially nonexistent. I will return to those briefly a little later. Dr.
Lois Evans will speak about this area in more detail.

The main focus of what I would like to say today is less immedi-
ate, but I think that in the long run, it is important if we don’t
want to be back here in 6 months or a year or 2 with yet another
issue like physical restraints. The real issue that confronts us is:
how do we provide at a reasonable cost a safe, appropriate, and
humane nursing care environment for a persons with both cogni-
tive and physical impairments.

As a number of speakers today have very eloquently indicated,
the use of personal restraints is clearly an inadequate answer for
that problem. Their suggestion that we modify the environments of
care rather than modifying the person is very simply and profound.
Yet, what seems to be a very self-evident finding, presents a major
c}llallenge, I believe, to most traditionally trained health profession-
als.

That challenge really brings me to the major point of my presen-
tation. That care in the nursing home is suboptimal largely be-
cause neither health profession educators, nor health care re-
searchers, have really created an effective approach to developing
or evaluating care of individuals residing in nursing homes.

We have argued about whether the medical or the social model
of care fits the nursing home, when we should have recognized that
neither model fits and nursing home. We have been smug and self-
satisfied at times as we forced hospital models of medicine and
nursing care and community social work models onto an environ-
ment which is clearly neither. The result is that we have a nonsys-
tem of care and evaluation of care in our nursing homes.

The use of physical restraints is a direct result, I believe, of the
use of a hospital-derived medical and nursing approach to nursing
home care and the resultant over-reliance on technology applied to
the individual rather than technology applied to the environment.

I think it is obvious to everyone engaged in providing health
services to older persons that no single discipline is sufficient to
provide comprehensive care to this group. The use of an interdisci-
plinary team has been widely seen as a solution in providing opti-
mal care to older individuals residing in nursing homes. Indeed,
Federal regulations require that the care of individuals in nursing
homes be reviewed on admission and thereafter, usually on a quar-
terly basis, by certain groups of professionals.

Most often, what happens is that a group including nurses, social
workers, and in many instances, physical and occupational thera-
pists, dieticians, and occasionally a physician, are brought together
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to look at.and develop a care plan. Th1s very expensive and tlme-
consuming activity *often fails-to arrive at suitable solutions be-
cause of the private foundations, to really develop this area in
terms of both an education and a research approach ThlS prov1des
a bridge to my other major point. -

. The other fundamental issue that I see in this area is the lack of
' funding to develop and then to evaluate the basis elements of treat-
" ment in nursing homes. That is the safety, efficacy,’ effectlveness,
and appropriateness of .the care of persons in nursing homes.
Recent studies -of . patterns of ‘medical care in the United States
have produced strong arguments to support the position that there
is substantial overuse of certaln dlagnostlc and therapeutic proce-
. dures in medical care.

The use - of restraints in nursmg homes'is an absolutely classic " .

example of what happens wheén you do. not demand that the safety
and efficacy be proven prior to widespread use. The initial studies.
- of safety and efficacy should be followed by studies that look .at
how a-technology is belng and whether those uses are appropriate.
From my own’ experience as well as from published, but largely
" anecdotal evidence, physical restraints and-psychotropic drugs are
often ordered by physicians following ‘a conversation or phone call
from a beleaguered nursing staff who appear to be trying to cope -
with a patient who is causing some kind of a disruption in the fa-
cility. What happens is that an unproven approachto what is.often
an acute and somewhat self-limited problem is then ordered and
everyone thinks that they have solved the problem. There is
seldom any data gathered.after the restraints are ordered that ex-
amine whether their use was either effective or appropriate, -
Several recent and miore carefully designed research prOJects_-

have documented significant emotional distress .in physically re- = -

strained -individuals and increasing incidence of ‘falls with those’ -
given chemical restraints. Although the lack of appropriate con-
_ trols limit the interpretation of this data in a definitive way as to
whether restraints.are, or are not ‘safe or effective; there certamly
have been .questions raised about the safety of their use.

Even more disturbing to me is the lack of clear indications for
the use of physical restraints and unequlvocal evidence. that re-
‘straints actually- work when they are applied in a particular situa- -
tion. I am.unaware of any study that has clearly" demonstrated
safety and éfficacy of restraints-for any indication. ,
. The Clinical Practice Committee of the: American Geriatrics Soci- .
" ety is attempting to develop guidelines for advising Physicians on
when or if physical or chemical restraints should be used in the
nursing home setting. I think that this is a process that fits very
nicely with what we- heard that the Health Care Flnancmg Admm—
istration is doing."

One of the things that I want to bring to your. attentlon which T
think is very important is the need for thé documentation and the
follow-up. What I am suggesting, with these draft guidelines, is
‘that there must be consistent and clear documentation of the spe-
* cific indication for the use of chemical or physical restraints. Then,
if it is applied, there must be careful documentation that the chem-
- ical or physical restraint has substantlally reduced the problem’ for
which” 1t was apphed ’ .
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If it is said to reduce falls, one has to document how many falls
have occurred, prior to the applying of the device, and then see if
falls actually decrease after using restraints. This is just a first
step in terms of looking at the overall problem with the use of re-
straints.

The other items relate to assuring that there is not an alterna-
tive that can be applied in that particular setting, but I think just
as important is to ask the question: is this the most appropriate
setting for this individual who has this problem?

In summary, while in one sense a ban on the use of physical or
even chemical restraints in the nursing home might yield a net
benefit at this point—I don’t think there is any way that anyone
can stand here and say exactly what the outcome would be—it will
not solve what I believe is a more fundamental, more important
problem, which is really to come up with a paradigm of providing
safe and effective care to those older persons in nursing homes who
have both cognitive and physical impairment.

The fundamental problem, I believe, is that we have failed to
devote sufficient resources, either within the educational communi-
ty or in sources of the research funding, to both develop approaches
and then to evaluate the safety, efficacy, and appropriateness of
those approaches which are developed. If we fail to change the par-
adigm, we will be back here in a year with another issue, and in-
stead of moving ahead, we will simply have moved in circles.

Thank you very much.

Dr. WiLLiamMs. Thank you very much, Greg.

It seems to me that a point that is included in Dr. Pawlson’s
comments as well as in comments made earlier relates to the issue
of paying attention to the process by which we look at the question
of what patients in nursing homes need. I think that if we would
look at the process without having a prejudgment about the
answer, as you are suggesting, then we may get to better answers.

Out next person on this panel is Dr. Dermot Frengley, who is As-
sociate Professor of Medicine at Case Western Reserve University,
a geriatrician with long-standing interest in clinical care of older
people and in geriatrics education and research. He was one of the
first to conduct studies on restraint use in older, hospitalized pa-
tients.

STATEMENT OF DR. DERMOT FRENGLEY

Dr. FRENGLEY. Thank you very much, Frank. I am going to con-
tinue to address this issue of the hospitalized older patient. The
reason for this is that acute care hospitals carry very powerful
therapeutic images; consequently what is done in hospitals carries
ﬂver and is seen as being an appropriate practice in a nursing

ome.

Most of the education of physicians and nurses takes place ini-
tially in acute care hospitals, so the practices that are engendered
in that environment are often thought of as being correct, proper,
good, in that hospitals are good places and, therefore, those things
that are done in hospitals ought to be done in nursing homes.

We heard Dr. Pawlson say just now that this seems to be a
rather unsatisfactory paradigm and it seems to me to be highly
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' ‘questionable at best. So the purpose of my talk is to_look and see

what we know about the practice of using restraints in hospitals.
We };avill -address four studies that have some very peculiar features
to them. : Lo e
. If we can be plunged into lesser great light, I personally. would
-be grateful and we will be able to see the slides. . .
"These four studies have been published, three of them in the

" Journal of the American Geriatrics Society in 1986, 1987, and 1989
and the VA Minneapolis study from Dr. Lofgren and his colleagues
is published in the American Journal of Public Health in 1989. " .
" They are very curious. They all took place roughly at the same-
time and none of the investigators had the faintest idea that the
. others were conducting similar studies.. . = e

.- Some sort of curious groundswell was developing among some.of

‘the'-geriatricians around the country that what ias going on in ..

" hospitals wés not. necessarily’ a ‘'very good idea and that the re-
. straints; as-we have heard today, are probably a red flag toward an

o _unsatisfactory-attitude or approach to the lp‘racticg ,9f_ ‘care for elder- -

~“ly people..

Cutriously, too, all of them took place in public institutions: The

. . two-Cleveland studies. were from my own group.in the large county:
-"hospital in’ Cleveland, and the other two from the Denver VA and -

the Minneapolis VA systems; Dr. Robbins and colleagues-in Denver
“and Dr. Loxgreti and colleagues in Minneapolis. SR

Here you -see roughly what happened. In our first study ‘we
looked :at all admissions on the acute medical wards and compared. .
‘'what happened to the réstrained patients and the unrestrained pa- =

tients. Likewise with:Dr. Robbins’ group at the Denver VA; they

-looked:at all-admiissions over the age of 70 in both acute medical

- and surgical wards and then sampled in younger age groups. - -

. "“The group.at the VA Hospital in Minneapolis looked -at.the pa-

... tients who were restraired to-see what happerned to-them. Finally,
“in our répeat study, a couplé of years later; we looked at both our

" actite medical floors and acute rehabilitation floors. In this second "’

- studyfrom oui: group T will talk ?bgqt'just~-the data from the acute .

medical floor. -7

“. " You see on thef"’"scrvéé"fl‘»:{t;hé‘numf)efs of patients who ‘were’ i’ﬁc’:lud-'."

: ed ir-the studies and a broad descriptive nature of the studies”

P

o

‘themselves. What was found was an incidence of 7:4 percent.on our

acute medical wards in our first study. A o
. 'In Denver, -at- roughly the same time; it' was 17 percent on the -

- medical and surgical floors.In -Minneapolis -at" around the same ..
- time, they had 6 percent . incidence,” and when' we. repeated our' " .
- study, .we had 13 percent.on the acute medical floor:that we were. . -

. studying.. - . . ; S LA RSN
- _. The ;age; ranges in .our first. study. were from-19, so: young people -

. are also restrained in acute care hospitals, up to 101. In the second:

 study, 19 to 97..In.the VA hospitals, with older populations in gen- - T

eral, 54 to 95.in Denver and:50 to 98 in Minneapolis.. + .= .. .
ook _ :days,:13.4, and 14.2. Impor-
_-tantly-in here is that:in those three studies that included.for com-.
*- parison.the unrestrained patients,the restrained- people stayed.in
.the "hospital ‘for. slightly more -than twice- as long as.the unre-
strained patients. Clearly, there was.something.a bit odd going on::

RN

S
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The mortality rates were likewise very disturbing: 12 percent of
our restrained patients died. There were, in fact, 24 people who
died during that first study period, and 11 of them were restrained.
I was very disturbed at the whole idea that people who were dying
or were going to die were being restrained.

In Denver, 24 percent of the restrained patients died, and 21 in
Minneapolis. In our repeat study, 13 percent died.

When we look at this and compare it with the unrestrained pa-
tients, some very startling information emerges. We find that few
of the unrestrained patients died during these study periods, and
these are the percentages shown here. The percentages of the unre-
strained patients dying during these study periods were really very
low. The solid bars are the percentages of restrained patients who
died and the slashed bars are the unrestrained patients.

On this slide we have a look at physical impairments. These
were measured in various ways so they are not exactly comparable
studies, but nonetheless, they tell the same sort of story. Those pa-
tients who were restrained tended to be much more frequently
physically impaired than the unrestrained patients. The solid bars
are the restrained and the slashed bars are the unrestrained pa-
tients.

The next slide looks at cognitive impairments. Here, too, we find
that many, many more of the restrained patients were cognitively
impaired than the unrestrained patients where there were compa-
rable groups.

Finally, what happened to these patients in terms of discharge?
The unrestrained patients were more likely to be discharged to
home and the restrained patients were far less likely to be dis-
charged to home.

In summary, what this tells us comes as no great surprise;
indeed findings that one would in fact anticipate; that it is the
physically impaired and the mentally impaired frail sick patient
who is likely to be restrained in a hospital. If the hospital practice
does that, then is it not appropriate, as I have suggested, to do the
same within a nursing home?

How, over the years in Cleveland, there has been a lot of discus-
sion about the use of restraints. In this last summer, for a different
purpose, I looked again to see what was happening within the hos-
pital environment in Cleveland. Within our own hospital, in the
acute medical floors, the use of restraints, using a point estimate,
had dropped to 4.5 percent.

I also had the good fortune to explore other hospitals within
Cleveland in much the same manner and I went to two large major
teaching hospitals, both nonprofit private institutions, and there,
the restraint use was about 6 percent on the acute medical wards.
In two smaller community hospitals, it was around 7 percent.

It seems to me that this is, in fact, a reduction, because in walk-
ing around with colleagues in those hospitals, they were expecting
to find more restraints in use than was actually happening. There
is no question that in Cleveland at any rate, the use of restraints is
being increasingly questioned for a variety of reasons. The schools
of nursing now know that this is perhaps a wrong practice or one
that is best avoided if possible.
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Slmllarly, physwlans are questlonmg the use of restraints, so I
think there is a slow groundswell within the hospital community
that there are real alternatives that can be considered. I know that
my colleagues in geriatric medicine natlonally are also starting to
question the use of restraints. Dr. Lindsay is here from the Univer-
- sity of V1rg1n1a, and he tells me that he likes to mclude on rounds -

_the quest1on, ‘Why is'this patient restrained?”
- It is clear that it is going to require an 1nterdlsc1p11nary ap-

- . proach to address this question. Physicians alone can not do it. We

S [Laughter 1. e

_know that “the use of restraints in hospitals is largely nurse-lnstl-
gated or instituted and the phys101an tags along. .

. Our first study was of interest in this regard in that it was done
to include the end .of June and beginning of July when the change
of interns and residents takes place. The nursing staff was constant
throughout the study, but there was a totadl change of house staff,
and we found that there was no change in the rate at which the -
. restraints were applled So it seems that it had nothing to do- with' -
our house staff and a great deal to do with ‘the nurses. Nonetheless,:

. the physitians must support nurses and nurses must support physi- . -

.. cians-and we must all be supported by our colleagues in the reha-
~ bilitation therapies in addressing th1s issue. S
.. Thank you very much. . O , o .
“Dr. WiLLiAMmS. It’s the nurses -problem, is that right Lois? *
The last member of this panel is Dr. Lois Evans, Dlrector of the.
Gero—Psychlatrlc Section at the School of Nursing of the University
of Pennsylvania. As many.of you know, she has conducted several
studies régarding the use of restraints with older people and has ,
-served on two pro_]ects of the Hastlng Center regardlng ethlcs in
" health care. . ‘ ‘ :
Lois? -
STATEMENT or DR LOIS EVANS
Dr Evans: Thank you, Frank o ,
~ As with many of the problems that affect cognltlvely 1mpa1red L
frail older .people, the problem of physical restraint has really re- -
-ceived. very little attention untll recently.. Thus far, however, it has
- génerated more emotional response than scientific, factual data
through systematic research.- The first slide will .demonstrate
wher‘e ‘we are W1th our research based knowledge about . restramt
.use. - - ’
Since 1973 we have only had 18 studles pubhshed whlch relate
- directly to the .use of physical restramts As you can see, the bulk
of these have been in the past 5 years, with seven since January of
this year. So the move is on to do more restraint-related studies.
The -topic of physical .restraint usehas suddenly become a hot
topic -which can be demonstrated, I think, by the standing room
only response we had at the Gerontologm Soc1ety of ‘America meét-

"- ings in the symposium on restraint use. Of the 18 reported studies, .

9 of these studies, or half of them, have been conducted in hospital
settings. Only six have been conducted in the long—term care set-
ting and three of them have been conducted in mixed settings,
either long-term care and hospital, or hospital and rehab fa01l1t1es
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None of the studies were based in the community, although there
is increasing anecdotal evidence that the elderly are not immune
from being restrained in their homes as well. The research has
been primarily patient-focused, with only one study that has exam-
ined staff decisionmaking behavior, and one that focused on facility
practices.

All study designs have been descriptive, as shown in the next
slide. Of these, seven of the studies were small exploratory studies,
six were prospective in design, with five of those based in hospitals
and one in a nursing home. Two of the studies were surveys; three
were pre/post one-group evaluations of a change in practice. Only
four of the studies report and compare findings from multiple sites,
and one of these was a survey.

None of the studies were replications and none are experimental.
Nevertheless, from this small beginning, we have learned some im-
portant things about the prevalence of the practice in acute and
long-term care; the natural history of restraint use in nursing
homes; the characteristics of the restrained; risk factors for re-
straint; physical, psychologic, behavioral, or mortality effects for
patients; decisionmaking, rationale for restraint, beliefs and knowl-
edge of alternatives of staff, and the context of restraint use in
long-term care. We have also learned that restraints are ineffective
in preventing falls.

As a summary critique, the few studies which exist suffer from
their descriptive and retrospective nature, the limitations in
sample size and selection, the use of single institutions usually the
acute care hospital. Only a few support the iatrogenic, physiologic,
or psychologic effects of restraint in a frail elderly population or
their effects on staff.

None have compared the effectiveness of physical restraint
versus alternative interventions in relation to outcome measures.
None have compared designs of the various restraint products in
terms of safety, comfort, or efficacy. There have been no prospec-
tive, controlled, multisite studies demonstrating the efficacy of a
planned intervention in reducing restraint use in nursing homes.
Thus, significant gaps exist.

Some have questioned: why do we need research on this prob-
lem? We already know that physical restraint has negative effects
on frail older people. Yet many unanswered questions do remain,
including whether restraints are bad for all older people in every
circumstance.

Further, knowing alone seldom leads to doing, as has certainly
been made clear in recent public health warnings to us regarding
our smoking, diet, and exercise patterns. Thus, a complex phe-
nomenon like the physical restraint of older people in nursing
homes or hospitals will not change on the basis of knowledge alone.
Other motivators must be identified to facilitate change in individ-
ual and institutional behavior.

Research can help us identify these factors. The multifaceted
nature of the phenomenon should attract researchers from many
fields, including ethics, the social and psychological sciences, the
clinical sciences, the humanities, political science and law. In fact,
although restraint use is frequently laid at nursing’s doorstep, the
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- problem requires an interdisciplinary approach for its full under-
" standing and resolution. s T CE el o
‘. Further, there are a plethora of theories from other fields which
may. have utility in framing studies for elder restraint. For exam-
ple, from sociology, theories of systems, social roles, or imprison-
. ment;-psychological theories of victimization, learned' helplessness,
- perception, burnout, sadism, or -learning; or from the biological
+fields, theories.of stress, circadian rhythms, or immobilization. '
: ~*Take for example,:the socio-cultural perspective. We know very
. little -about the-context in which restraints are used. What stimu-
lates, motivates, -and supports the staff t0 prescribe and apply the -
devices? What, effect do the .devices have on, others’ perceptions of
‘the resident, 'and how do these perceptions contribute to the fur--

" ther deterioration of the individual’s function? What_ part do the

- physical environment; the institutional philosophy, or the facility’s .-
_ prior. experiences with legal liability. or regulatory sanctions play

" * in their use?

" Are there differences in ;us’ve":aéppndinér onethmclty, religious af- -
filiation, payment status; or other sociocultural variables’in "par- -
 ticular facilities? What are the subjective’ experiences of patients,

nurses, and- families regarding the userof.physical restraint, and.. B

‘what will. be the .effect on these same partieswhen' restraints-are -
less often‘used in a facility? Will all of the outcories-necessarily be -
viewed positively? .. .- . Lo o o ,
. " If a’ culture ‘'whi¢ch supports safety at all costs, including ‘wide-
. spread use of physical restraints, exists in some institutions, how
. might we initiate change toward a‘cultural value for individualized. -
care? What would be effective incentives? * - e

-~ A" sociologist "interested SQcié.l.;moveméﬂtS will ﬁnd this cur-

" . rent reform movement reminiscentzof others:in oursnot too distant

‘past. Docuimenting the effects of events-such as:today’s symposium,
the restraint résearch initiatives of prominent.foundations and in-
stitutes, the passage and implementation- of the nursing home .
‘reform legislation, and the work of radical flank abolitionists and
outcomes of research will be very interesting to trace over timel:~
In addition, we perhaps have much to learn from a careful study

© . of the history of the last restraint.reform movemeént. Such- data

.could be brought to bear on today’s work in order to avoid the fail-
ures of that less than successful effort in American psychiatry. - - .
~ From.the sociopolitical perspective, the question. must be asked:

' “Why does the United States stand alone among developed contries
in the widespread: use of restraint with older people. From this per-
spective, also, studies of the effects of varying reimbursement sys-
tems: on restraint use are of interest. . o .

From an ethical perspective, the questions are many. Is benefi-
cent restraint ever permissible and, if so, when? If persons with
problematic behaviors are not restrained, what is the risk of violat-

.ing other’s rights in-communal. living situations? What are the rel-
evant quality of life issues? Whose choice is' the risk-taking
anyway? How should informed consent for implementation or re-
moval of restraint best be. approached will frail elders? - . S

Today, -from a legal perspective, as we have heard, there is very
little systematic investigation concerning legal constraints on re-
straints-free care. This information-is urgently needed and the de-
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velopment of a revised and more appropriate standard of care
based on research is also essential.

Studies in the biological sciences may also shed light on the issue
of restraint. For example, a recently published study on circadian
rhythms indicated that, in hamsters, physical restraint during the
normal active period of the day can, by itself, induce changes in
the circadian clock. How might this finding eventually help us ex-
plain some of the behavorial effects of prolonged daytime restraint
in older adults? For example, nursing home residents who are re-
strained during the day have been shown to be three times more
likely than the nonrestrained to exhibit sundown syndrome or
evening confusion.

From the psychological perspective, preliminary investigation in-
dicates that even a short restraint experience may have lasting ef-
fects on self-esteem and self-image in older adults. Additionally,
recent studies indicate that nursing home residents exhibit more
agitated behaviors and engage in less social behavior when re-
trained. More systematic data is needed on short- and long-term se-
quelae of restraint in terms of psychological, cognitive, behavioral,
and emotional morbidity.

Finally, from a practice perspective, several questions come to
mind. How do nurses and physicians decide to use or discontinue
restraints? Are there patients for whom physical restraints may be
beneficial and, if so, can a profile be developed? How can the
design of restraint products be improved to produce safer, more
comfortable, and less dehumanizing types of devices for those few
situations deemed appropriate for such intervention? How could
physical environments, equipment, and furnishings be redesigned
to facilitate comfort, function, and quality of life?

Is there any real distinction between restraint and protective
device, when the same garment serves both purposes, in terms of
perceptions, effects, or ethical principles? Since the three major
reasons for which restraints are prescribed are the risk of falling,
interference with medical treatment, and control of disruptive be-
havior, support of current and ongoing research on these areas of
problematic behavior is crucial. These include the NIH-sponsored
initiative on falls and frailty and several studies supported by the
Alzheimer’s Disease Association, NIMH, and others on various
types of problematic behaviors. Such studies increase our under-
standing of these problems and suggest alternatives for prevention
and management which do not include physical restraints. We also
need to know: how efficacious are the various alternatives to re-
strains for behavioral management in terms of such outcomes as
cost, health state, functional status, and staff morale and turnover?

Studies of change in practice behaviors suggest that restraint use
depends less on the number of staff than on their type and mix,
level of training, and knowledge, skill, and sensitivity in interact-
ing with older adults. Studies evaluating there variables would be
of great interest.

Finally, models for individualized care must be developed and
tested. The rising prevalence of physical restraint use with institu-
tionalized, frail elderly, unprecedented in the previous century, is
one visible symbol of the failure to deliver quality care. Growing
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pubhc awareness of this failure, in part, drives the current interest

" in research in the area.

The movement toward. reduced restraint use with older people
" must be a thoughtful one, informed and guided by research-based
- evidence of ineffectiveness and harm of restraints.and the utlllty of
alternatives. Thus, much remains to be done.

Thank you.

Dr. WiLLiams. Thank you very much, Dr. Evans

Do we have a little bit of tune for questlons‘7

Mr. LEwis. Yes.

* . Dr. WiLuiaMms. 1 just wanted to-make a couple of comments. I was
" told that I could mention that the Commonwealth Fund Board,
about a week ago, approved a plan where the Commonwealth Fund ,
will be supporting some studies on the issue of the restraints and,
restraint-free care. I think that is a very pleasing step. .

I also- want to add that I just received a letter-from Dr. Terri .
Brower, Professor in the School of Nursing at Auburn University.
This was a follow-up to discussions at the workshop on restraints at
the Gerontological Society that Dr. Evans referred to in which Dr. -
Brower points out that there is an epidemiologic study being begun .
on the deaths caused .by restraints undertaken by a medical stu-
dent and a medical examiner in cooperation. I think that the re-
sults of this rather intensive baseline review of deaths ~secondary to .
the use of restraints will be most interesting when it is available. -

Mr. LEwis. Thank you all very much Those were very interest-
ing presentations.

I would like to invite those who presented earlier this afternoon

to join iis ‘up here and we will then open the floor to questions.con- - '

cerning, not just the most recent presentations, but all of those. We
‘have about 15 minutes for questions before we. move mto the final
remarks for the symposmm

STATEMENT OF MARY LUCERO

Ms LUCERO My name is Mary Lucero and I am a nursing home
administrator in the State of Florida. Sometimes we are terrified of
that when 'Connie Cheren is*around. I also am a gerontologlst and .
‘am now the President of ‘Geratric Resources; which is a company
that designs products to provide resources to nursing homes so that
they do not have to use restraints for residents.

We are very proud to announce that we are the first awardees of:
a National Institute on Aging grant to- de51gn products for self-
stimulatory . wanderers who are Alzheimer’s-type dementia pa- -
tients. I am really excited to share with. you that NIA has not -
waited until today to start looking at research. Self-stimulatory de-
mentia patients are the highest at-risk-to-be-restrained group, pri-
marily because they are in the middle and late stages of dementia.

One of the things that I wanted to address to the panel and
ask—when you were talking, Dr. Pawlson and Dr. Frengley—— ‘

Mr. Lewis. Your microphone went dead.

Ms. Lucero. It’s because I was going to talk to doctors about
nurses and they don’t want to hear it. [Laughter.] ’

One of the things that is happening in Florida, as Connie has
shared, is that Florida is very excited about what we can do so that
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we can untie our elderly, but directors of nurses are also very con-
cerned about whether or not they have the resources and the
knowledge to do that. Connie is conducting some seminars in Janu-
ary and I am coming behind here and also conducting some to help
them understand how they can deal with behaviors of dementia pa-
tients.

One of the things that is not happening—and I heard physicians
say that nursing is the one that is asking them to restrain People
because they call the physician and ask, “Can I tie them up?”’ Phy-
sicians are saying that nursing is asking, so we are saying yes.

I think that we need to recognize that one of the things that is
happening in long-term care is that there is a gap that exists be-
tween the technical information that is coming out, especially per-
taining to dementias, the pathophysiology, and the relationship to
the behaviors that we are seeing accompanying that relationship.

Physicians are in a position where they are expected to keep
more current with what is coming out new than, in my perception
as a hands-on caregiver, nursing feels. I can’t be giving care as well
as being current on what is coming out on a daily basis.

You are prescribing restraints instead of prescribing alternatives,
and you are not sharing a knowledge base that you have so that
nursing understands the relationship between a brain-damaging ill-
ness and the resultant behavior. There is plenty of literature that
lets us know that we can predict and expect some behaviors to be
associated with certain types of brain damage.

Why is that not happening? That is my question.

Dr. PaAwLsoN. Let me reply.

I always like to reassure whenever this happens by saying that
you are talking to the wrong doctor. I think that one of the clear
things is that when you work in a long-term care setting, you real-
ize that these sorts of problems, as Dr. Evans also noted, are multi-
factorial in the way these things happen.

I certainly did not mean in any way to say that the use of re-
strail?ts is the fault of nurses. I don’t think I said that in my re-
marks.

The misuse of restraints is everybody’s responsibility, and it
raises a couple of questions. Number one: how did this misuse get
started anyway? Why didn’t we evaluate restraint use when we
first started using them? How can you have a device that is applied
to millions of people across the country that has never been tested
in terms of safety and efficacy? I think it is a fundamental problem
in our whole health care system.

Number two is neither doctors nor nurses are well informed
about the well-used restraints.

I think that nurses should be in leadership roles in long-term
care facilities. It really has to be a collaboration between the physi-
cian and the nurse in order to find alternatives to restraints. It is
really the responsibility of both.

When the nurse calls me up at 3 a.m. and says that Mr. Jones is
screaming at the top of his voice and is pounding on the doors of
all the other residents, it really is up to the two of us to figure out
a solution to that problem, which does not mean that Mr. Jones
should be tied down for the next 6 years. That is really what I was

trying to say.



82

I don’t thmk that either of those two professwns has all’ the an-
swers: Perhaps. we have a lot to léearn from our colleagues in reha-
bilitation, although, having participated in a number of rehab con-
ferences, I am not sure .that. they. have adopted all of their ap-
proaches to the nursing home either. I do think we have a lot to-
learn from them. I also believe that both medicine and nursing
have a.long way to go. One of things that I would propose—I cer-
tainly think that the AGS would support this, . and I would love to
have a nursing organization work with us, is- to support a -major
national campaign to decrease the use of restraints and to- promul-
. gate the use of alternatives.

-We are in the hot water together and I don t thmk the nurses
are any more culpable than phy51c1ans :

Mr. Lewis. Dr. Frengley. 3
.. Dr. FRENGLEY. I commented on the idea that the 1mages devised

from hospitals have moved out into nursing homes. Dr. Joanne
" Lynn said to me earlier today that she thought that in the next 10

to 15 years, that will reverse; that the behaviors and compassmnate

kindly care that are 1ncreasmgly being established in nursing

homes will, in turn, creep back into hospitals. I.think we are going

to see that.when there is more education of physmlans and nurses

in nursing homes.

- T would like to pick up on what 1 thought was a rather- marvel-
ous comment from my colleagues on either side here, that we need
to focus on the environment. Technology applied to the environ-
ment seems to me, obviously the right way to.go. .

Recently, we have been tackling the very difficult situation of an
elderly woman who is confused and who likes to get up at night, so
we havé an electronic sensor on the bed. When she gets up, it goes
off by sounding ‘an alarm, and somebody goes to see that she is all
- right. We heard of a similar device for wheelchairs earlier today.

I think these are the approaches that we might be able to use to
comfort care-given with .the idea that there is at least an alterna-
tive that is mechanical. Somehow or another, a mechanical alter-
native seems to be- much more acceptable than a people alterna-
tive. It seems to be cheaper, and more reliable as long as it. doesn t
. break down, and so on. -

I think that these mechanical alternatlves that do not restrlct or
restrain exist and are going to be increasingly used in nursmg
. homes, and then subsequently, ‘applied in hospitals. -

- Dr. ToreLL. It should be pointed out that solutions will not eome )

just from nursing and medicine, but.also from the other d1sc1phnes .
" physical therapy, occupational therapy, social * work, activities;
rei:reatlon and probably mostly, from the nursing a551stants them- '
selves

Ms. MrTcHELL-PEDERSEN. I th1nk that laylng the blame doesn t

necessarily help, but I think that nurses have a long a noble histo- o

ry of manipulating doctors; and they have a lot.of power in this
.regard. If they can get on top of some other kinds of solutions— .’
they have a lot of power in the system.

I think that what has happened for ‘us since. our change away
from the use of restraints is that we have had to focus very differ-
ently on looking. at behaviors labeled difficult, for whatever reason,
among our patient populatlon We have had to develop very dlffer-
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ent ways of regarding “problem behavior,” in looking at behavior
in the context in which it occurs. This would be true whether it is
occurring in nursing homes or in hospitals.

Behavior has many, many contributing factors: historical, cultur-
al, emotional, psychological, physiological, and so on, which de-
mands that almost every discipline participate. Partly, rather than
focusing on the behavior, we need to look at behavior in context.

Mr. LEwis. Any other comments or questions?

STATEMENT OF KATHLEEN CANTABEN

Ms. CANTABEN. My name is Kathleen Cantaben from New Yor
State Health Department. I have two issues. )

One is paper compliance, which we are always accused of—my
colleagues can agree. We seem to throw paper at problems. I am
much encouraged by the resident assessment instrument that is
coming out because I think we need a basis of knowledge to do
that.

I would like to ask Carter if, when she was in Scandinavia—what
she came up with was continuity of relationship and attention to
detail. A good assessment on the front end is one thing; implement-
ing it is another.

What is it that is happening in Scandinavia that is not happen-
ing here?

Ms. WiLLiams. I don’t have enough information to answer that in
the depth that I would like, but when you consciously put emphasis
on maintaining relationship, you have a constant source of infor-
mation and knowledge about this person.

In this country, often when I have raised that point, I have been
told that it is dangerous to keep nursing assistants assigned to the
same people. They must not get too dependent on each other. They
are rotated every week or every month. Part of it is simply design-
ing your system to achieve something different.

Ms. CANTABEN. One of the other things that we see, at least in
Upstate New York, is a tremendous turnover in staff. There is a 60
to 100 percent turnover in staff per year on not only the nurses’
aide, but also on the nurses’ level. One of the things that I have
not heard mentioned is looking at the labor force and how to at-
tract people to this arena and to keep them there.

Ms. WiLLiams. That is a problem throughout the country, and I
don’t know of any research on it, but I do know, anecdotally, of two
units that developed care such as we have been talking about, indi-
vidualized care, who met with the staff regularly and supported
them and taught and they learned from each other. In both of
these units, there was no turnover after a year. You can’t guaran-
tee that, but it is a much more interesting way to work and a much
more meaningful way.

Ms. CHEREN. I would like to respond to that issue.

We find the same thing; that good facilities tend to maintain
staff and people do not want to work in facilities that are providing
primarily what we call body work, where their job is to bathe,
dress, feed, and move people about the facility two or three times a

day.
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People want to work where they have an opportunity to become
involved in the system of caring that. allows people to get better, to
focus on the highest functioning possible. I found that when I was
working as a nurse, oncé we changed to permanent team assign-
ments and once we refocused what the job was and redefined it.

I always challenge nursing home providers to go back and ask
the nurses’ aides, “What is your job?”’ If they tell you, “My job is to
bathe seven residents today; to feed five residents; to dress 12 resi-
dents,” then they are not focusing on restorative care.

Mr. LEwis. Any other comments?

Neville.

Ms. StRuMPF. I am Neville Strumpf, University. of Pennsylvania.

. Dr. Pawlson made the- éxcellent comment that failure to change
the paradigm will bring us back again in a few years. At the risk of .
belaboring the point that history repeats itself, I do want to share
one anecdote that relates beautlfully to what Ms. Morris said earli-

er.
" In 1813 when Samuel Tooke ehmmated restraints at The Re-
‘treat in York England, he devised something that he called moral
treatment. The fundamental basis of moral treatment was to
engage .the residents in forms of occupation which would bring
them into harmony with their environment.

As we think about the research that needs to be done and why
we are here today, I think we also have to ask ourselves: what is.it
‘within us, that with all of the history and knowledge that we have,
still leads us to .persist in practices that are less than therapeutlc
for residents? :

Mr. Lewis. Anyone hke to comment further?

I think we have time for perhaps one more question.

STATEMENT OF MARION LEEMAN

Ms LegemAN. My name is-Marion Leeman and 1 am from Manor
HealthCare.

I am happy to say that I am celebratmg my 30th year in taking
care of the elderly. Those have been very happy years, but one of
the sad things that I have seen over the past 30 years is that, when
I first started working in taking care of the elderly, the nursing
home ‘that I worked at set the standards. They were saying, “This
as the care that we should be g1v1ng This is what we should be

oing.” . -

I have seen over the years—lt ] been a_really sad experlence for

me—that. we have become like sheep being led to the slaughter. We
wait for the State to come in. Not everybody does this—I am speak-
ing from my own experience. I keep saying that the States are reg-
ulating us to death. ‘

A couple of years ago, I looked at that and I found out that
maybe they were doing that because we were not doing our job. I
have been here. for 30 years, and 30 years ago, my first experience
- with an elderly person was a person who was in a restraint. :

Thirty years later, we are still talking about it. Are we just talk-
ing about it? My point.is that I want to thank the Kendal Corpora-
tion for putting this-on. I think that it-took a lot of courage even to
do the restraint-free nursing homes. I want to thank them.

T
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A bigger picture here is that, finally, a nursing home corporation
has had the guts to get out there, do the survey, try it out, but
not—if you will excuse the expression of a nurse—but not become
constipated with the information. They have given it out to the
rest of us. I want to thank them. [Laughter.]

Mr. Lewis. Thank you for those remarks. [Laughter.]

I think we have come to the end of the regular presentations and
the time for questions, so I would like to move to the final session,
which is, “Where Do We Go From Here? A Call To Action.”

Nancy Dubler, Director of the Division of Law & Ethics, in the
Department of Social Medicine, Montefiore Medical Center and As-
sociate Professor at Albert Einstein College of Medicine in New
York, is highly regarded for her work on ethical decisionmaking in
health care of the aging. She has directed numerous projects on de-
cisionmaking and the elderly and serves on the Hastings Center
Nursing Home Project on Ethical Care of Nursing Home Residents.

I give you Nancy Dubler.

STATEMENT OF NANCY DUBLER

Ms. DuBLER. Thank you. What a wonderful day it has been. Not
only have the speeches and the presentations been eloquent and
compelling, but they provide evidence to support the feeling of crit-
ical mass of professionals in support of change. We have heard
from various professionals, who have recognized a problem and are
determined to do something about it.

I can recall only one comparable perception in my professional
life. That was in 1975 when I was working, as I still am, on issues
involving prison health care. By that time there were a series of
Federal court decisions holding that there was some concept of a
Constitutional obligation to inmates, to provide health care. Indeed,
in 1976, the Supreme Court stated that the Eighth Amendment
protected an inmate’s right to medical care while incarcerated. In
1975, however, there was this tremendous excitement among those
of us involved in litigation and analyses, which seems comparable
to what I have seen today. This discussion is part of the momen-
tum toward change. The questions are: How much change; on what
timetable; and who will spearhead that change?

I often like to speak about my favorite nursing home in rural
Maine, Sandy River Nursing Home, which is run by two terrific
health care professionals, a nurse and an anthropologist who relat-
ed a story to me a few years ago. The tale involved a family confer-
ence which had assembled in their office including two residents of
the nursing home who wanted to marry and their children, who
were adamantly opposed to the mere discussion of such a prospect.
Why? For any possible number of reasons:

First, the children might have thought that it was unseemly—
here are these people in their eighties or nineties—why do they
want to be married? Could they possibly be interested in sex?
Nobody talks about sex in the nursing home. Second, they might
have been concerned about some monetary issues, such as who
would inherit from whom if one of the parents died. For whatever
reasons the children were terribly opposed.
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In the middle of this family conference, the son looked up at his

- father and said, “Dad, what are you going to do some morning
when you wake up and there is this strange lady in your bed?”’ The
father rephed “I am going to go poke, poke, poke—pretty lady,
who are you?”’ And she said, “And if I can remember, I'll tell you.”
[Laughter.]

We must be concerned for those who cannot remember. Those
are the people for whom we must set standards, not those who can
make:the de01s10n to marry, or who can say-clearly, “I do not want
these restramts, butfpeople who cannot be so clearly their own ad-

“vocates. A

I .would hke to talk about.a few things 'in-closing today, and I
will try to be quite brief. I will begin. with.a few introductory com-
ments and suggestions about possible conflicts .in values and per-
ceptions’ Who are the parties with an interest in a restraint policy?
What is a valid or an unsound policy? 1 will suggest to you, that
restraints are, morally,.legally, medically, and politically unaccept-

. able. And ﬁnally, I'll comment on where we are likely to go from

. here. .

Muriel Spark in"Memento Morl, which T think is one of the best
teaching texts: for geriatrics that we have, speaks of the “lacerating
familiarity” in the way patients in the charity: ward in an English
nursing home were treated. They were treated either as infants or
-as idiots. They were treated with brasque movements, with dlSmlS-
sive responses, and.when too-bothersome, with restraints..

Restraints have presented a dilemma until today, because they

"seemed to support at least some definitions of the good. The good
could be defined as: (a) preventing harm, (b) providing for the con-
venience of the staff (which is more sympathetically stated as, sup-
porting the efficient functioning of staff), (¢) supporting the auton-
omy of the patient,.or (d) responding to the concerns of the family
for safety. All of these have been offered as the: philosophical basis
for restraints as all define a goal that Is, 1n some measure, a p051-
tive- one.

But; we must ask: in whose perception? As our prior speakers
have detalled today, theré are many individuals involved 'in the
provision of care to long-term care residents who have an opinion
on what’is the-good and who have a stake in seeing thelr deﬁmtlon
of the good win out over others.

" Who are they? The staff, and staff is not a unitary term; ‘includes
administrators and workers in long-term ‘care; who may ‘have. dif-
ferent interests, as may- nurses and physicians; resident; family; su-
pervisory agencies; insurers; the court”system; the publlc and the
press—those are a lot of players, all of whom have a’stake in
seeing ‘that their own definition of the good achieve hegemony in
the field of competing justifications.

Over all of this, of course, floats the specter of legal action and
possible liability. I hke to say when I lecture to medical students
and housestaff, that “anyone.can sue for anything at anytime, and
lots of people do”. That perception which reflects, in my judgment,
some bizarre aspects of American society is not'a good basis for de-
signing public policy.

We know, in the acute care context, that the huge rash of mal-
practice suits has served largely to line the pockets of aggressive
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attorneys. It has done very little to funnel money to those who
have been injured, and it has done almost nothing to affect the
quality of care. Our malpractice system is a deep functional exer-
cise in compensating injured patients.

Why do we as a society, permit it to operate? Many of the people
who make public policy, to wit, legislators, are lawyers. Self-inter-
est is not the only thing that motivates individuals, but it can’t be
dismissed.

There are however, also other issues. Access to the courts is a
terribly important principle of American society, and one with
which we tamper at our peril. Yet, reference to this aberration in
society—this sickness of litigation—is no way to set policy.

I have a rather straight forward way of thinking about compen-
sation: as long as we have a health care system that doesn’t pro-
vide care for all people, and as long as there are the inevitable neg-
ative consequences of health care interventions which are not
fairly and equitably compensated we will have malpractice litiga-
tion. It would be silly for anyone who has been harmed not to
pursue that route.

Restraining nursing home patients, however, as a function of
public policy, I will argue to you is unsound morally, legally, medi-
cally, and perhaps even politically. It is morally unsound because
restraining residents is humiliating; it is infantilizing. It causes
morbidity. It is terrible, as has been noted, for the staff/resident
relationship. It destroys the respect which must be a precondition
to any mutual exchange. It is wrong, in short, to treat people as if
they are objects. Restraining some residents treats them as if they
are less human than others.

I also suggest to you that it is legally unsound. The best state-
ment of the legal principle of patient self-determination is found in
a 1914 New York State case called Schloendorf v. Society of New
York Hospitals (211 NY 125 [1914)).

In that case, Judge Cardozo said, “Every human being of adult
years and sound mind shall have a right to determine what shall
be done with his own body.” I am surprised that you are not all up
on your feet yelling, “But these people are not of sound mind.” I
don’t know that. Actually I don’t know precisely what it means to
be legally of “sound mind.” I don’t know as a lawyer, because the
law is hopelessly unhelpful on this issue.

What does it mean to be of sound mind? If a resident says, “I
don’t want this restraint,” I would suggest to you that for the pur-
pose of deciding about restraints—and I would argue to you that
capacity to make decisions is decision-specific—for that decision,
this resident has sufficient capacity to have his or her wishes noted
and respected.

Could that person decide whether or not to have complex brain
surgery that might, or might not, redress the effects of a tumor
which might, or might not, be malignant? I don’'t know. But that
resident knows that he or she does not want to be restrained. I
would argue that restraining that resident is, therefore, an assault.
It is a violation not only of that resident’s moral agency, but also of
that person’s legal authority to make decisions.

The vast majority of persons in long-term care have not been de-
clared “incompetent” by a court. That statement leads me to what
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is known on the floors of Montefiore as ‘“Dubler’s Tantrum No. 1.”
That is: “liaison psychiatrists are not empowered to declare a pa-

.. tient incompetent. Only a court of appropriate jurisdiction, after a

full adversary argument, has that right.” Therefore, absent that

- court decision, I presume, and act as if, the patient not only has

"the right but also has the ability to comment on personally appro-
priate care.

. The law is concerned with rights, with self-determination, with
liberty, and with privacy. (At least. until now, it has been concerned
.with the right to privacy—I don’t know if that concern is going to
_ survive this year’s Supreme Court term.)

Many of you may know that the Cruzan case (Cruzan v. Harmon,
760 SW. 2d -408, Missouri 1988, en banc;-cert granted 109 S. Ct.
3240, 1989) is being argued this: Wednesday. This case involves the.
tragic situation of a woman in Missouri in a permanent vegetative
state, whose parents, her legal guardians, would like to end the ar-
tificial provision of nutrition and hydration which is maintaining
organ function.

I like to be clear about my biases. My bias is that these parents
should have theright to-interpret their daughters preferences and
act on them. It is; in fact, arvery.critical.case to which I will return
when I comment on the issue of pohtlcal soundness or unsoundness
of restraints.

I would suggest to. you that no-resident who expresses a disincli-
- nation. to being restrained «can or should-be- restrained without a.
court-order. It is.quite as s1mp1e=as that. I would not argue that in
acute care, you could do surgery on a patient who objected to that -
surgery. without a court order, whether or not you contested the
decisional .capacity of. that. patient. I think: the same standard of :
zjudgment applies:in long-term care.

I do think, therefore, that-residents-have the right to make deci-

~sions unless they have been deprived of-that right,-by .a court or

are clearly beyond reason in a nonresponsive state. Residents have
the right to.express opinions which should be respected even if
. they are-somewhat confused or of diminished or fluctuating capac-
ity. This is espec1ally so since capacity to make decisions.is dem-‘
sion-specific.

Whether issues of medical intervention can be decided upon by a .

" _resident will depend upon the capcity of the resident and the com-

-plexity of the situation is. However, a resident who does not want
to be restrained clearly has the. capac1ty to react and to express a
preference.

.Not only is capa01ty dec1s1on-spe01ﬁc but it can fluctuate. Even
when fluctuating, it should be respected. Someone today mentioned
a “window of lucidity.” If someone is fairly much in contact at 10
o’clock in the morning and is quite confused at 6 o’clock in the
evening, but is careful, clear, and consistent -about not wanting to
be restrained, we have the obhgatlon to respect this autonomy.
~ Autonomy in the elderly is not a unitary matter. It is not always
consistent over time-and it often needs support. Autonomy of elder-
ly people is supported autonomy as, I would argue to you, that 1t is
. with all of us.

We talk about the sole-and singular right of a patlent to make
health care decisions. How horrible it is when a patient truly has
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to make decisions alone. Patients make decisions with family and
staff. Autonomy is brittle and fragile when it is unsupported by
others.

Restraints are medically unsound. I work with a wonderful geria-
trician who some of you know, Dr. Robert Kennedy, who comes
from Great Britain, where he has been trained in geriatrics. He
was trained to lower the bed if a patient falls out of bed, not to put
up the rail. And, if you can’t lower the bed, you put the mattress
on the floor. If you put up the rail and the patient hops over it, the
chances exist of a greater injury. Restraints don’t seem to make
much medical sense.

We have not yet seen randomized clinical trails to measure the
effectiveness of restraints. If the FDA regulated these devices,
there would have been a randomized clinical trials. Should this be
encouraged? Perhaps?

This might be an interesting idea except for the fact that the
New York Times had an article just today on the overwhelmed
FDA; if we gave them this responsibility, we might have to give
them an increased budget. It is clear even without clinical trials
that the use of restraints has far outstripped any evidence for their
effectiveness.

Now I come to arguments about what is politically unsound; this
is mere speculation on my part. I am an attorney and denical ethi-
cist who works primarily with persons with AIDS, demented elder-
ly, and prisoners, which leaves my husband forever wanting me to
get fired so I could go and get a real job and be a real lawyer like
my law school classmates. But in the world of clinical ethics in
which I work, some very interesting political developments have
provided me backdrop for many events over the last years.

One political issue has-been the “Right to Life” movement,
which all of us know gained its popularity and became part of
common discourse around the right to abortion. However, over the
last years, the focus of many in the movement has moved from
abortion to terminal care and care of the elderly. There are politi-
cal stakes in how the discussions about restraints. Are we going to
mitten people so that they cannot pull out their N/G tubes? Be-
cause, if we don’t mitten them, they will pull out their N/G tubes.
Will we restrain to preserve existence at any cost?

Politics in medicine, with abortion as an example, is a very com-
plex matter. In the last few months, there has been a most surpris-
ing turn of events. What an extraordinary year this has been. We
went from the Webster case to effective political activism in favor
of abortion. We went from The Iron Curtain to the end of Commu-
nist Eastern Europe. The year 1989 will go down in the history
-books as a rather extraordinary year.

We have not yet seen in the area of restraints, however, the po-
litical system reacting to developing constitutional law. There was
a case in New York State some years ago called the Case of Baby
Jane Doe which ultimately involved the issue of whether newborns
must always be treated for any condition, and if not, what stand-
ards would govern care. The Cruzan case is going to involve the
issue of whether the elderly must always be treated. In this discus-
sion, the ethics, of care providers, physicians, nurses, and adminis-
trators, who argue that quality of life is more important that the
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mere. mam}é’nance of ‘organ function, may become important. Are
swe ‘willing/ to- restrain vast numbers of patients: who _attempt to
refuse ‘rti/fimal food and ﬂu1ds‘7 W111 th1s be a legal or a pohtxcal
decision? - _
. Where. do we'go. from here" I had a b1t of a hst When I came-this

- morning. ‘T've tried to- llsten carefully. Nothing that I have said in
this summary has ddded in any measurable way to the excellent -

- . and careful presentat1ons “that. preceded me. Some -of the sugges-

tions for where do we-go from here predated the: ‘presentations and
some, quité obviously, have emerged frorn the very eloquent argu-'
ments that were presented. .

“What should be our agenda? : + . . - R ' o

« First, we neéd to: understand what is - out there; how restralntq =
are used by ‘whom, under what circumstances, for- whlch residents.
Second; we- need research not only. epidemiological’ research, but
*. also intervéntion research. We need to know about the safety and
- efficacy. That is'such a stunningly clear poirit. ‘
" . We"don’t permit the wholesale use of medical 1ntervent10ns on
‘otherw1se unsuspecting- patients or residents in any other area
without sotne proof ‘that the plan’is a good one. In the use of re-
straints we have proceeded haphazardly We need well de51gnated‘
' research by the academic community on these issues. :
I am very encouraged that the Commonwealth Fund has decided

- to focus someof its attention, whrch I -assumé means some’ of its

‘money, - which I assume brlngs some academ1c focus on these :
" issues. I think that is important. A
~Third; as has already been suggested we need the support of the ‘
National Institute of Aglng The Institute could.be very 1mportant -
not only inr ‘suggesting new areas for research, but’ also in thinking
" :about 'the technical ass1stance and'support wh1ch nursmg homes
will need to, take ‘this’ step ‘
Fourth, we need guldebooks We need workbooks. ‘We need hand-
“books. We need, documents that say, “This is how you do it, step by
ﬁ.step, and if it doésn’t work through Path A, then your 1nst1tut10n
might need Path B.” .

I don’t ever premlse my analys1s of pubhc pollcy on the ev11 in-
' . tention of caregivers. It doesn’t turn out to the justified. People and .

. especially care givers do fot, by and large, have évil intentions.
. They are, generally, decent folk overwhelmed by what they are
gomg w1th 1nsuffi01ent supports to. thlnk about alternative routés -
or.care.. . :
" I'did think for a whlle that I was gomg to suggest lltlgatlon but -
that seemed to me so odd a. thing for me to suggest.'I was going to
suggest that maybe advocate groups could sue the nursing homes
for putting on the restraints, but in fact, I think that we.can effect -
the use of restraints without 1nvolv1ng the court system. It .is not
an awfully good idea to develop public policy through litigation. It
.supports the developmenit of issues in a rather bizarre, patterns.
Where do we go? Well, today has been a -wonderful event. Not a
start, because clearly, what we-see from today, is an issue in devel-
opment. We have all come in, in the middle; the beginning was the
work of the people from Kendal. Academlcs ‘have begun analyzing
data. Government has_evidenced through,the new nursing home
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regulations in OBRA. This is not a movement—if we call it that—
in its infancy. It is a movement on the edge of maturity.

I end with the following. Language is always such an interesting
window on events. Twice today, I heard phrases that I found quite
revealing.

Senator Heinz said this morning, “Preaching the gospel of re-
straint-free care,” and Carter Williams said later in the day, “Once
you have seen it, you have got to bear witness.” I thought those
were very interesting appeals on a level of discourse different from
that of data and analysis. These phrases appeal to morality, and to

. a commitment to the humanity of residents.

I predict that we are going to see good emerge on these issues in
the next few years. It has been a wonderful day in which to partici-
pate and a special opportunity to think about where we are going.

Thank you.

Mr. Lewis. I know I speak for all when I say that we are very
grateful for those challenging and inspiring remarks.

We would like to close today with Bill Benson of the Committee.

~ Bill would like:to say a few words to us as we bring our symposium
to a close.

It has been a remarkable day for my organization and for my

_staff. I.know that this is the culmination of a great deal of effort.
We have been most grateful for the wholehearted cooperation of
the Senate staff.

Bill, I turn.the podium over to you with many, many thanks for
this day.

STATEMENT OF WILLIAM BENSON

Mr. BensoN. Thank you, Lloyd.

If Nancy is not enough of a hard act to follow, then imagine fol-
lowing the entire lineup for the day. I am in the unenviable posi-
tion of not only following the outstanding speakers before me, but
also trying to accomplish something that is rarely ever accom-
plished on Capitol Hill. That is, having an event end on a timely
basis. If I do my part, you will be out of here before 4:30, and I
shall try to do that as best I can.

This is a very unusual event for serveral reasons. One is that it
is an all-day event. You don’t see that on Capitol Hill very often. In
fact, when this event was planned, we on the staff fully expected
that Congress would still be in session, expecting that it would go
right up to Christmas Eve before letting us go on to other matters,
such as this. Tying up an entire date was really a substantial com-
mitment, but this subject merited it entirely.

It is also unusual because this is a symposium, not a hearing.
While this is a fairly formal event, it certainly lacks the formality
of a hearing. A hearing lacks the kind of exchange with the ques-
tions and answers and thoughtful comments from the audience
that we saw here today. That was a very important contribution to
today’s event.

Finally, what made this most unusual for Capitol Hill is the fact
that the planning was done by a planning committee made up of
not only representatives from Kendal and from our staff, but also
made up of a variety of other folks. There were probably 25 people
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on the core planning committee, plus many others who contrlbuted
throughout the process.

- I forget exactly how many formal meetings took place but a tre-
mendous amount of planning went into this event, involving people
from the provider community, the advocate community, the regula-
tory community, the academic community, and other places. This
makes it a very unusual event, one that we feel has been exceed-
ingly effective.” You.can be sure that Senator Pryor and Senator
Heinz, and the Aging Committee in general, are going to want to
‘rephcate in tackling other 1ssues that are ahead of us in the
coming year and beyond.

. I have a few comments before I give a few thanks and relterate_
some of the thank yous from this morning. You know just-how well-
deserved those thanks really are.

When Kendal came to us this past spring and said, “We are on a
mission. We have something we are deeply commltted to 'and. we
thmk there is a role for the Senate Spec1al Committee on Aging to
play.”.We thought that it was an interesting notion, certainly some-
thing that sounds’ terribly important, but: is it the kind. of thing
that we should devote a symposium to, whether for 5 hours, 3
hours, or 8 hours? Is. it the kind of thing that will merit the atten-

. ti;)n?we would hke it'to see” Is the tlmlng right for somethmg like

-this

“In fact, as today has demonstrated and the events ovér the past 6

months have demonstrated, the timing was more than right. This *

_i§, as Nancy ‘said, a subject that is not in its early stages. It.is
moving ‘along rather nicely. In fact, I had thought of using the
term critical mass in my comments as well because it seems like

~ that is occurring. -

Not onlyis it evidenced by the fact that we had some 400 people
fromi‘all- over the country register to’participaté in'this event, but

 also, ‘once’ we. talked with Kendal initially and began plannlng for

it, we'became much more attuned to how people across the country
were talking about this subject.

" This past May, I attended a meéting in Chlcago for ombudsman
from around the country in the- field of long-term -care. While
there, I heard Carter Williams espousing her views in a very com-
pelhng fashion about this particular issue. Carter Williams believes
" this is terribly important and Kendal does, and we began to hear 1t '
from people around the country.’

Then as news began to unfold that we ‘would do this event 1t
became clear that there are plenty of voices across this Nation that
are interested, committed, and trying to do what- ‘they can to help
this movement along. It is an issue that the time is defimtely rlght ‘
for, and all of you are a great part of that.

"It seems to be quite a coincidence that, in order to support the
microphone, we needed some props, and it so happens that the
book that was chosen, because- of its thickness, i$ -a“hearing print
from this commlttee entltled “Nursing Home Care: ‘The ' Unfin-
ished Agenda.” That was not deliberate. It is a very thlck two- .
volume set that we still had some copies of-in stock.

I.point that out because it is very apropos-to today’s’ d1scuss1on
Several years ago, the Senate Aging Committee conducted-a series
of - hearlngs on the issue of nursing home reform and quality of
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care; a controversial series of hearings. We believe that this played
a major role in helping the Institute of Medicine’s effort to create a
major nursing home reform effort to become reality.

In fact, I think that all of you know that OBRA 1987 included
substantial reforms dedicated to improving the quality of life for
nursing home residents and, for the first time, directs the entire
effort toward the individual autonomy of residents in long-term
care facilities.

This report came out before OBRA 1987 became reality. This is
still an unfinished agenda. There are many things that we are com-
mitted to doing in the area of nursing home reform that still need
to be done. This is no small part of that today.

We just came off of a tough effort over the last 6 months, trying
to make some technical and substantive changes and amendments
to the OBRA 1987 nursing home requirements. We had some suc-
cess, and with some of the issues we pursued, we were not success-
ful.

Senator Pryor and Senator Heinz, both of whom, as has been
pointed out before, have a long-standing commitment to improving
the quality of life for nursing home residents, are going to continue
with that unfinished agenda, including some corrections and some
amendments to OBRA 1987.

Today'’s issue, as important as it is, is obviously subsumed within
the broader issue of ensuring that individuals who reside in long-
term care facilities have a good quality life and that their auton-
omy is treated with great respect and enhanced in whatever ways
are possible. As I think was evidenced by many speakers today,
that has many different dimensions. The task for us, the Aging
Committee, as part of the legislative process here on Capitol Hill, is
to find all the opportunities to promote that agenda of autonomy
and independence for residents in long-term care facilities, and to
find ways to look at the issue of reducing or eliminating the use of
restraints.

For example, there was reference earlier today to the importance
of recreational activities. We would add to that the importance of
various kinds of social work services.

We were not successful this year in improving language with
regard to the importance of activities, recreational programing,
and social services in facilities. We certainly look to you to help us
in that effort to make sure that this important element of provid-
ing long-term care gets the attention it really deserves. That is a
mission that I know Senator Pryor will continue, and we will need
your help in that regard.

Training is terribly important. We have just been through a
lengthy process of trying to make some technical corrections to the
nurses aide training requirements from OBRA 1987. We are going
to be at that process for a long time as that takes hold and
we really see a commitment to adequate training everywhere in
the country for nurses’ aides. Clearly, as many speakers said today,
we have to go well beyond that.

We have to improve all who provide services in the long-term
care setting. That certainly includes physicians, nursing staff, and
everybody else. In particular, the need to involve physicians in this
whole issue of long-term care, much less the use of restraints, 1s
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somethmg that is’ gomg to take a great deal of attentlon and we
must do that. .

There are a: number of 1ssues in the long—term care: area ‘that
- do relate to the use of ‘restraints that we can tacklé. One that I~
would prefer to avoid discussing because L. certalnly 'don’t*have any -
" answers toit, but which we can not overlook, is the issue’of financ-
ing. Tt ‘would be- easy 'to stand -up here and avoid that dlscussmn
but we can.not do'that. .

» We know that financing of long-terin-care welghs heav11y on' pro-
v1ders and everybody :else’s‘minds." How are we ‘going to have the
resources.to provide the staffing to do thé things that are neces-
sary? That is a challenge that is'a very difficult ene, but certainly,
it is ‘one -that we just have to embark ' upon together We have a
“tough™tow 'to hoe ahead of ‘us in’the: aftérmath of Catastrophic
Care, but whatever the financing; whether it is Medicare, Medic-
aid, private insurarnce, or some.néw comprehensive long-term cdre
program, we have quite a bit of work to do. We are going to need
‘'your help in that effort, as well to ensure that we.use what we
Have better and that, ‘where it is- 1nadequate we do what we can to

“make sure that fundlng is adequate. oy
- We needto tackle 'thé technology'side of thmgs We will to meet
soon: with the Office of Technology Assessment on some of their -
© projects,.to see to what extent they have’ grappled with the issue of
_ appropriate téchnology in trying to minimize restraints-or ‘assess
~ alternatives. We would like ‘to know more about what they are
d01ng and how we might encourage their efforts. : - '

- Looking down the:road, I am not-sure what T can tell” you about ‘
the role of this committee in ‘moving the restraint-free agenda. I

'certalnly can not tell you that we have :a piece of legislation réady
to_move ‘because we don’t. We would like to look at what further
roles the Federal Governiment should play in this area. We would
- like"to do that in‘the same way that the planmng for this event
has occtrred; in a consensus fashion.

We. need: to tackle the technology' side of thmgs We will meet

- everybody in the audience, to find a .way that is appropriate and

is the right way to make public policy in this area. I anticipate that

"we will call several .working groups together over the next few
months“to talk about what might be done, not only" leglslatlvely,
but also in'other areas, too. We-believe that we are going to have
_ to continue oversight activities over the Health Care Financing Ad-
ministration to ensure that -all' of the many different aspects of
OBRA 1987 are followed—with the kind of commitment that all of
you believe is necessary to make some of those 1mprovements
worthwhile.

We know that an educational role by this-committee -and by the
Congress is necessary, not only through dissemination of the print
that will come out of this hearing, which I am very excited about
seeing, but more importantly, by finding other avenues to promote,
to educate, and to move this agenda One area that I am certain
you will see some more interest in on our part is a more detailed
look at the use of chemical restraints.

.Those of ‘'you who may follow some of Senator Pryor’s actions
know that he has a major interest in a lot of different aspects of
the use of drugs and medications in our society. Combined with his
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interest in long-term care, that is likely to be something that he is
going to want to us to tackle in great detail, and we will do that.

Beyond that, let me say that we are open to looking at other
ways to help push this agenda, if you will, or this commitment to
reduce the use of restraints, and to perhaps someday eliminate
their use. I think that that this committee stands ready to work
with you in making that happen.

Let me now say some quick thank-yous. I have to reiterate that
the Kendal Corporation and the staff under Lloyd Lewis’ leader-
ship have pioneered so much in the improvement of long-term care.
Certainly, this area is no exception.

Beyond Lloyd, his staff, Jill, Beryl, Dawn Papougenis, Curt
Torell, and Gary Winzelberg, made up an extraordinary team to
make this happen. The planning committee in general deserves a
lot of recognition, as do the various organizations that participated
and offered their advice, guidance, and time in helping us do this.

Certainly, all of you who are attending today have come from
long distances. I believe that all of the speakers paid their own way
to be here. That is a measure of their commitment to this issue.

Finally, I would like to thank the staff of the Aging Committee,
particularly those who work with me in the health and housing
team, and especially Holly Bode, who worked very hard to make
this happen. This was a major effort involving many parties.

On that note, let me say thank you to everyone for being here.
You have helped to make us far more aware of the importance of
this issue than we might have been before. We knew it was an im-
portant one, but we are staggered by the quality and the interest
that has been demonstrated today.

Thank you all very much. We look forward to working with you
on this in the future.

[Whereupon, at 4:28 p.m., the symposium was adjourned.]
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1987 OMNIBUS BUDGET RECONCILIATION ACT
Subtitle C—Nursing Home Reform

(parts concerning use of restraints)

PART I—~MEDICARE PROGRAM

SEC. 4201. REQUIREMENTY FUR SKILLED NURSING FACILITIES.

“(b) REQUiREMENTS RELATING TO PROVISION OF Services. —
s

1) QuaLiTy OF LIFE.—

“{A) In GENERAL.—A shilled nursing facility must care
for its residents in such a manner and in such gn environ-
ment as will promote maintenance or enhancement of the
quality of life of each resident.

‘(2) SCOPE OF SERVICES AND ACTIVITIES UNDER PLAN OF
CARS.—A skilled nursing facility must provide services to atiain
or maintain the highest practicable physical, mental, and pey-
chosocial well-being of each resident, in accordance with a writ-
ten plan of care which—

- “(AJ describes the medical, nursing, and psychosocial
needs of the resident and -how such needs will be met;

“(B) is initially prepared, with the participation to the
extent practicable of the resident or the resident’s family or
legal representative, by a team which includes the resi-
dent’s atltending physician and a registered professional
nurse with responsibility for the resident: and

“1C) is periodically reuvi ! and revised by such team
after each assessment under paragraph (1),

U0 RESIDENTS “ASSESSMENT. ~—

“tA) REQuIREMENT.—A skilled nursing facility must con-
duct a comprehensive, accurate, standardized, reproducible
assessment of each resident’s functional capacity, which as-
sessment—

“tt) describes the resident’s capability to perform
daily life functions and significant impairments in
functional capacity;

‘tis) is based on a U:Zorm minimum data set speci-
fied by the Secreiary under subsection (fX6XA )

‘tiit) in the case of a resident eligible for benefits
under title XIX, uses an instrument which is specified
by the State under subsection (eX5) and

*(iv) in the case of a resident eligible for benefits
under part A of this title, includes the identification of
medical problems.

*(c) REQUIREMENTS RELATING TO ReSIDENTS' RicuTs.—

“t1) GENERAL RIGHTS.—
‘tA) SPECIFIED RIGHTS.—~A skilled nursin facility must
protect and promote the-rights of each resident, including
each of the /gllowinx rights:

“tii) Frex rmom RESTRAINTS.—The "fm to be free
from physical or mental abuse, corporal punishment,
involuntary tecluc;'on. and any p;l_‘y;'wa lor chemctoc::{” r:
straints imposed for purposes of discipline or pen-
ience and not required to lrrlb:hp resident’s medical
mptoms. Restraints may only be im — ]
mp “tl) to ensure the physical safety of the resident
or other residents, and o
“tIl) only upon the written order of a physician
that specifies the duration and circumstances
under which the restraints are to be used (except in
emergency circumstances specified by the Secretary)
until such an order could reasonably be obtained.
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" PART 2—MEDICAID PROCRAY
..SEC. d?l:. REQUIREMENTS FOR }VUBSING FACILITIES.

Ssc. 1919. “(b).REQUIREMENTS RELATING TO PROVISION OF SERVICES, —
.- (1) QuaLiTY OF LIFE.— ) N i
"1A) IN GENERAL.—A nursing facility must care for its

"1 residents in such a manner and in such an environment as

" will promote maintenance or enhancement of the quality of
. life of each resident. . . .

*t2) ScoPs OF SERVICES AND ACTIVITIES UNDER PLAN ' OF
CARE.—A nursing facility must provide services and activities to
atltain or maintain the highest practicable Physical, mental,

. and psychosecial well-being of each regident in accordance with
.. -a written plan of care which— s . i
: "(A) describes the medical nursing and paychosecial
needs of the resident and how such needs will bz met;
(B} is initially pre| with the participation to the
extent practicable of the resident or the resident’s family or

- ~legal representative, by a team which includes the resi-

- v~ dent’ attending physician. and a registered professional
* nurse with reoponsibility for the revident; and -
‘YC) is pericdically reviewed and reviced by such team

= * dfter each assesoment under paragraph (5).
- “(3) Restpants' assassiont.— S
o n - fA) REQUIREMENT.—A nursing facility must conduct a
comprehensive, accurate, standardized, reproducible assess-
" ment of edch resident’s functional capacity, which assess-
ment— ' : ’ '
) " ‘(i) describen the: resident’s: capability to perform
-+ daily life functions and significant impgirments in
* functional capacity; = . . . o
(i) is baced on @ uniform’ minimum data st speci.
fied by the Secretary under sibsection (fX6XA) )
‘(iii) in the cace of a resident eligible for benefits
" under thig title, uses an instrument which is specified
by the State under subsection ()5} and
. “Giv) in the cace of a resident eligibleJor benefits
. under' part A of title XVII, includes the i entification
Jof ical problems.’ .+ ) ' . .

“¢) ReQuisEMENTS Rewativg

“(1) GENERAL RIGHTS.— . ] )

YA} SPECIFIED RIGHTS.—A nursi facility must protect

" and promote the rights of each resic ent, -including each of

. the /gllo::ling'(ighls.' . Lo . B ‘

-4 -“Yii) FREE -FROM RESTRAINTS.—The right to be [free
from physical or mental abuse, corporal punishment,
involuntary seclusion, and any physical or chemical re.
straints imposed for purposes of discipline or conuven-

: tence and not required to treat the resident’s medical

symptoma. Restraints may only be,in;poud— . .
“t1) to ensure the physical safety of the resident
or other regidents, and
“(11) only upon the written -order of a physician
that specifies the duration and circumstances
under which the restraints are to be used (except in .
emergency circumstances specified by the Secretary)
"+ until such an order could reasonably be obtained.
‘(D) USE OF PSYCHOPHARMACOLOGIC DRUGS. —erycwhzhar-
macologic drugs may be administered only on the rs of
o physician and only as part of a plan (included’ in the
writlen plan.of care described in.paragraph (2)) designed to
eliminate or modify the symptoms for.which the drugs are
prescribed and only if, at least annually an independent,
external consultant reviews the apfro riateness of the drug
plan of each resident receiving such drugs.

70 Resipsnts’ Ricurs.— . -
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1987 OMNIBUS BUDGET RECONCILIATION ACT
Subtitle C~Nursing Home Reform

{parts concerning use of restraints)

PART I—MEDICARE PROGRAM

SEC. 4201. REQUIREMENTN FUR SKILLED NURSING FACILITIES.

Skc. 1819. '1b) REQUIREMENTS RELATING TO PROVISION OF SEAVICES —
(1) Quauiry or Lre.—

‘(A) In GENERAL —A shkilled nursing focility must care
for its residents in such a manner and in such an environ-
ment as will promote maintenance or enhancement of the
quality of life of each resident.

‘(2) Scorxs orF SERVICES AND acTiviTiss UNDER PLAN OF
CArE.—A skilled nursing facility must provide services to atlain
o7 maintain the highest practicable physical, mental, and
chasocial well-being of each resident, in accordance with a writ-
ten plan of care which—

‘tA) describes the mediral, nursing, and psychosocial
needs of the resident and how such needs will be met;

*tB) is initially prepared, with the participation to the
extent practicable of the resident or the resident’s family or
legal representative, by a team which includes the resi.
dent’s atltending physician and a registered professional
nurse with responsibility for the resident; and

(C) is peridically reviewed and revised by such team
after each assessment under paragraph (1),

6 RESIDENTS ASSESSMENT. — .

“(A) ReQuuinement. —A skilled nursing facility must con-
duct a comprehensive, accurate, standardized, reprodducible
assessment of each resident’s functional capacity, which as-
sessment—

‘%) describes the resident’s capability (o perform
daily life functions and significant impairments in
functional capacity;

*“1ii) és based on a u:lonn minimum data sel speci-
fied by the Secretary under subsection (IX6XA);

*iii) in the cose of a resident eligible for benefits
under title XIX, uses an instrument which is specified
by the State under subsection (eX5): and

*liv) in the case of a resident eligible for benefits
under part A of this litle, includes the identification of
medical problems.

“lc) REQUIREMENTS RELATING TO RESIDENTS' RIGHTS. —
“11) GENERAL RIGHTS. — o
*tA) SpeciFisD RICHTS. —A skilled nursing facility must

prolect and prumote the rights of each resident, including
each of the following rights:

*tii) Fagg rmom RESTRAINTS.—The n‘ihl 0 be free
from physical or mental abuse. corporal punishment,
inwnluntary ucluc;om and any p,h?_wa Ior ch:rmgf” r:
struints imposed for purposes of discipline 0 -
ience and not required to treal the resident’s medical

symploms. Restraints may only be im — )
*tl) to ensure the physical safety of the resident

. or other residents, and .

“111) only upon the written order of a physician
that specifies the duration and circumstances
under which the restraints are (o be used (except in
emergency circumstances specified by the Secretary)
until such an order could reasonably be obtained.

3
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PART 3—MEDICAID PROGRAMN

. SEC. 4211. REQUIREMENTS POR NURSING FACILITICS -

Szc. 1919,

“tb) RA'eumnczms RELATING TO PROVISION OF SERVICES. —

(1) QuaLITY OF LIFB. —

™A} IN GeNEraL ~A nursing facility must care for its
‘residents in such @ manner and in such an environment as
will promole maintenance or enhancement uf the quallly of
life of each rendenl .

“(2) Scops OF SERVICES AND ACTIVITIES unDER PMN oz

carE.—A nursing facility must provide services and activitieo to

atlain or maintain the highest practicable physical, mental,
. and psychosocial well-being of mﬁ

a written plan of care which—

resident in accordance with

. *(A) describes the medical, nursing, and paychosecial
n_.eeds of the resident and how such needs will bz met;

“(B) is initially pregred. with the participation to the

- extent procticable of & ident or the resident’s family or

legal representative, by @ team which’ includes- the resi-
denla atlending physicidn and a registered professional
nuroe with responsibility for the resident; and

*(C) io pericdically reviewed and reviced by auch &zom
after cach assessment under paragraph (5). .

-*(8) RESIDONTS' ASSESSMONT. —

" *YA) REQUIREMENT.—A nursing facxluy must conduct ¢
comprelten.swa accurate, standardized, reproducible escess-
ment of each’ remdenta fuuclumal capacity, which asseso-
mént—

. (i) describzy the resident’s copability to perform

" . daily life functions and a:,gmﬁmnt lmpmrmentu n
funcuonal capacity; -

“(ii) io baced on @ uniform minimum data cet gpzci-
fied by the Secretary under subsection (fX6XAL. -

“(iii) in the cocz of a resident eligible for benefits
under this title, uoes an instrument which is specified
by the State under subscection (e)iSk and’

*(iv) in the care of o resident ellglble or b@mf g
under A [ le‘:i:f X VIII mcludw the erm/icunon

of

) Rmumnusms Rmmvc 70 Ru:smsms Ricurs.—'

- (1) GENERAL QIGHTS. ~

*{A) SPECIFIED RIGHTS.—A nursing facility must protect -
and promuote the rights of .coch resident, mtludmg each of
- the A‘l'l'mmng rightg:

“tii) Frex rron Rmuum—rhe n?ht to &2 free
from physical or mental abuse, corporal punishment,
involuntary ueclun;on. and any p;l_‘vimcal lor chemical re-
-straints imposed for purpoien of discipline or conuen-
ience and not required to treat the resident’s medical
symptoms. Restraints may only bz im —
) to enoure the phymcal safety of the remdem
or other residents, and
“t11) only upon the writien order of a physician
that gpecifies the duration and circumstances
under which the restraints are to be used (except in
ncy circumatances specified by the Secretary)
unn such an order could reasonably bz obtained.

‘(D) Uss o7 PIYCHOPHARMACOLOGIC DRUCS. —Poyt.
macologic drugs may bz administered only on the of
a physician and only as part of a plan (included in the
wrilten plan of care described in pamgmfh (2)) designed to
eliminate or modify the symptoms for which the drugs are
prescribad and only if, al least annually an indepzendent,
external consultant reviews the apfm riateness of the drug

_ plan of each resident receiving such drugs.

4
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5316 Federal Register / Vol. 84, No. 21 / Thursday, February 2. 1889 / Rules and Regulations
e ssine ke e P A el AR Sl Wikt Aol Ml

Regulations concerning use of restraints.

DEPARTMENT OF HEALTH AND
HUMAN SERVICES

Hsalth Care Financing Administration

42 CFR Parts 408, 442, 447, 483, 488,
489, and 498
(BERC-398-FC}

i and q
tor Long Term Care Facilities

AgeNCY: Health Care Financing
Administration (HCFA), HHS.
acmow: Fina) rule with comment period.

§483.13 Levei A requirement: Resident
behavior and faciiity practices.

(8) Level B requirement: Restroints.
The resident has the right to be free
{from any pbysical restraints imp:ued or

bt A 3 for

purp of discipline or
and not required to treat the resident’s
medical symptoms.

(b) Leve! B requirement: Accidents.
‘The facility must ensure that—

{1) The resident environment remsins
as free of accident hazards as is
possible; and

(2} Bach resident receives adequate
supervision and assistive devices to
prevent accidents.

(1) Level B rvm’remenl: Drug
Therapy.—{1) Unnecessary drugs. Each
resident’s drug regimen must be free
from unnecessary drugs.

2 Aqlip:ychou'a Drygs. Ba'ud ons

P of a resid
the facility must ensure that—

(i) Residents who have not used
antipsychotic drugs and are not given
these drugs unless antipsychotic drug
therapy is necessary to treat a specific
condition: and

(ii) Residents who use antipsy
drugs receive gradual dose reductions,
drug holidays or behavioral
programming. unless clinically
contraindicated in an effort to
discontinue these drugs.

h
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MGS 37:65-74, 1989 .

Tying

Down the Elderly

e ae————— ————]
SPECIAL ARTICLE

AReview of the Literature on Physical Restraint
Lois K. Evans, DNSc, RN and Neville E. Strumpf, PhD, RN FAAN

A

The apparently widespread practice of physical restraint
.of the elderly has received little systematic research,
despite reported clinical awareness of its iatrogenic .
effects on frail elders. Prevalence rates in various settings
. range between 6% and 86%, with cognitive impairment
an important risk factor for restraint. Despite strongly

held beliefs, eﬂicncy of. resmmts for safeguarding
. patients from i m;ury has not been demonstrated clinically.

This paper reviews the current status of knowledge
regarding physical restraint use with the elderly and
suggests a research agenda and implications for ethical
practice. ] Am Geriatr Soc 36:65-74; 1989

Assent, and you are sane;
Demur, — You're straightway dangerous,
And handled with a chain. .
from ‘“Much Madness is Divinist Sense,”
by Emily Dickinson, Book L, XI
= veryday in the United States over 500,000 older
in hospitals and g homes are tied
. totharbedsandchans Thepramceofphysxcal
2 dopted from psychiatry,

is increasingly common in care of the elderly in nonpsy-
- chiatric settings. Despite a developing awareness of the
physical, psychological, and ethical problems associated
with the use of phystca] restraints with frail elders, the
practice not only idespread, but app
accepted as inevitable. All 55 resp dents to Schwartz"
recent inquiry about restraint use were supportive of
attempts to develop altemative

to be’

mostly citations on auto safety equipment, restraint use
in psychiatry, and devices for immobilizing research an-
imals. To obtain a more comprehensive literature on
restraint use, the authors traced reference lists from arti-
cles on falls, confusion, wandering, immobility, and
functional status. The purposes of this paper are to re-
view the state of knowledge regarding physical restraint
use with the elderly and to suggest a research agenda
and implications for safe and ethical practice.

Historicai Perspective Physical restraints in various

- forms have for centuries been used to manage violent

behavior, particularly in the mentally ill.* In recent dec-
ades, social pressure toward humanistic care and legal

:and regulatory efforts to protect the individual civil

n'ghts of psychiatric patients led to reduction, but not
total elimination, of physical restraints with this popula-

" strategies; however anly one-fifth of the respondents
reported interventions they had tested or tried?

Whereas the problem of restraints has not been ignored *

in the literature, no attempt at systematic review, cate-
gorization, or conceptualization has been made, and be-

fore 1983, only one study directly related to the practice’

was published. A conv | literature search yielded

From the Schoo! of Nursing, University of Pennsylvania, Philadel-
phia, Pennsylvania.

M&mmp«dmldwmwmivms School of
Nmn;,Umvumyanmy)vmﬂOSuvanve Philadelphia,
PA. 19104-6096.

. © 1989 by the American Geriatrics Society 6

tion.

Currently, however, concern for the widespread
practice of restraining elderly nonpsychiatric patients in
hospitals and nursing homes has arisen. Precisely when
restraints began to be used mgularly with this group is
unclear. As long ago as 1885, in an early nursing text, .
Weeks* cautioned “'in violent delirium, restraint mustbe
effectual or it only aggravates the trouble. . . . With
proper attendance physical restraint is seldom necessary
and should be avoided if possible . . . ” (p. 302).

Newton’s® text Geriatric Nursing, the first devoted
solely to the care of the older patient, does not mention
restraint use either in the section on care of “senile”

0002-8614/89/53.50
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EVANS AND STRUMPF

patients or anywhere else in the text. Nonetheless by the
end of the 1960s Gerdes® warned that restraints “seem
to intensify the disorganized behavior of many patients.
Extremely confused patients may misinterpret restraints
as punitive. Restraints, in themselves, contribute to sen-
sory deprivation and a loss of self-image” (pp. 1232-
1233). Early in the 1970s Cubbin’ spoke out against the
overuse of restraints: “the effect of restraining many
patients who are mentally well but physically poor can
undoubtedly lead to a deterioration in the patient’s
mental condition” (p. 752). Miller* and Oster® spoke to
the myriad adverse effects of restraints and immobiliza-
tion. Covert et al'® observed the frequency with which
“any display of socially deviant behavior is met with
physical or chemical restraints” (p. 85) in nursing
homes. In the same year, Cornbleth!! tested use of a
protected environment as an alternative to physical re-
straint for wandering patients. By the end of the decade

JAGS - JANUARY 1989-VOL 37, NO. 1

restrained. Others have documented similar prevalence
rates for restraint use with hospitalized elderly in Can-
ada'¢?® and the United States.!3-2¢-2

The prevalence of restraint use in nursing homes is
considerably higher than that in hospitals, reportedly
between 25% and 84.6%. In the skilled nursing facility
of one life care community, 25% of residents were re-
strained.'® Likewise in the 1977 survey of American
nursing home residents, 25% of 1,303,100 were re-
strained by a geriatric chair, cuffs, belt or similar de-
vice.” Farmnsworth!” reported a mailed questionnaire
poll of restraint use in a rand ple of 500 ing
homes; of the 183 respondents, 181 homes used re-
straints. In the late 1970s over 84.6% of residents in
Canadian continuing care facilities had restraints in use;
92% used seatbelts and all had bedrails.*® Dube and
Mitchell® reported that 41% of their patients in a skilled
nursing facility had restraint orders for vest or sheet

Burnside? rec ded no for p with

ints. While doc ting the extent of behavioral

Alzheimer’s disease.

Since 1980 the literature regarding restraint use with

the elderly has increased markedly. Actual research on
physical restraint is, however, sparse, even in the psy-
chiatric literature. With elderly nonpsychiatric patients
only ten studies of physical restraints were found (see
‘Table 1). These address the prevalence of physical re-
straint among hospitalized elderly;**-!* nursing home
prevalence'® and restraint practices;}”.!¥ patients’ reac-
tions to being restrained;'* and nurses’ dedisions to re-
strain elderly patients.® Further, two reports of inter-
ventions to decrease restraint use with the elderly were
found in acute, continuing, and long-term care set-
ﬁng_n.a

INCIDENCE AND PREVALENCE OF
RESTRAINT USE

The incidence and prevalence of restraint use in the
elderly varies by setting and in relationship to the pa-
tient’s age and cognitive status. In hospital settings, re-
ported incidence of use of restraints varies from 7.41*-
22%.2 The first sy ic survey of int use in

problems in a random sample of skilled nursing facilities
in upstate New York, Zimmer, Watson and Treat’?
found that restraints were used for 30% of residents.

The use of restraints has been shown to systematically
increase in relationship to the age of the patient and the
level of cognitive impairment, irrespective of setting. In
their study of restraint use on four acute medical units,
Frengley and Mion™ showed that 56% of subjects who
were restrained were aged 70 or older, and that those
over 70 were significantly more likely to be restrained
than younger patients; rates were 20.3% versus 2.9%.
Robbins et al'* found that while restraints were applied
to 17% of medical and surgical study patients aged 54 to
95, those over the age of 70 were more likely to be
restrained. Likewise, Appelbaum and Roth!'® found all
restrained medical and surgical patients were aged 60
and over. The relationship of age to restraint use in
nursing homes is less clear. Morrison et al' suggested,
however, that ints are more fi ly used in the
oldest patients in nursing homes. '

Like Appelbaum and Roth,*® most studies have docu-

four acute medical units over a 3.5-month period*® re-
vealed an overall 7.4% incidence of restraint. No obser-
vations were made during the period of lowest nurse
staffing, ie, weekend, night, or late evening; thus, the
authors note that the actual rates of use may have been
higher. In a prospective study of restraint use among
consecutive medical and surgical admissions to an acute
care hospital, Robbins et al'* found that restraints were
applied to 17% of study patients over age 54. Warshaw
et al** examined care of those over the age of 70 in a
community hospital; body or arm restraints were pre-
scribed for 19% of subjects. In a survey of the nursing
needs of 87 patients over the age of 75 admitted to two
randomly selected general medical wards, Mion, Freng-
ley & Adams™ found that 22% of elders were physically

ted the increased use of restraints in patients ex-
hibiting cognitive or behavioral impairments. Robbins
etal,' for example, report the following as predictors of
restraint use: abnormal mental status, diagnosis of de-
mentia, surgery, and presence of monitoring or treat-
ment devices. Among admission variables, cognitive
impairment was the only significant independent pre-
dictor of restraint in their study. Gillick et al* have sug-
gested that age differences in the use of restraints in
acute care hospitals disappear when the variable of cog-
nitive status is controlled. In their study of adverse con-
sequences of hospitalization in the elderly, older adults
compared with their younger counterparts were equally
at risk of being restrained when exhibiting confusion
(52.9% vs 58.3%).
Almost all nursing home studies document increased
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_TABLE 1. SUMMARY OF STUDIES OF PHYSICAL RESTRAINT OF THE ELDERLY BY YEAR
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restraint use in those patients exhibiting behavioral or
cognitive impairment.33* Zimmer, Watson and Treat,?
for example, noted that restraints were used in nearly
50% of those residents in a skilled nursing facility found
to have moderate or serious behavior problems. In the
1977 Survey of Nursing Home Residents, one third of
the residents reported to be physically restrained were
agitated, nervous, or hypertensive; 36% were abusive,
aggressive, or disruptive; 43% were wanderers and 27%
were withdrawn.? Evans® studied characteristics of
nursing home residents who displayed sundown syr-
drome and found that sundowners were more than
three times as likely to be physically restrained than
non-sundowners.

Little prevalence data exists as to the type of physical
restraints that are used in acute care hospitals and nurs-
ing homes. Only one study systematically assessed type
of physical restraint. Robbins et al' found that multiple
physical restraints were the rule with wrist restraints
most commonly used, followed by chest or jacket re-
straints. Strumpf and Evans'® reported higher use of the
chest restraint, whereas Morrison et al'® reported the
chest restraint as most common on acute care units and
the lap beltin extended care wards. Frengley and Mion?¢
reported that the'most common type was the waist re-
straint (especially for the elderly), followed by chestand
wrist restraints. Three studies were found that docu-
mented periods of restraint ranging from 1-3 weeks, !
1-13 days," and 1-35 days with a mean of 3 days.* In

‘a study of 20 hospitalized restrained elderly patients,
Strumpf and Evans’ found the period of restraint
ranged from 1-121 days (mean 23.3 days, median 11
days, mode 4 days).

RATIONALE FOR RESTRAINT USE

Prevention of injury to self or others is the most fre-
quently cited rationale for the use of physical re-
straints.!%%! To examine nurses’ decision-making to
restrain elderly patients in four medical-surgical and
two nursing home units, Yarmesch and Sheafor®® sub-
mitted four patient vignettes to 23 volunteer nurses. The
vignettes described typical patient situations (wander-
ing, pulling out tubes, agitation, confusion) and a range
of frequently prescribed interventions. Of the total
nursing care decisions made, 81 (89%) were to restrain
the patient, and only 10 decisions were to withhold
restraint and substitute alternative measures. More than
half of the 149 reasons given to restrain were to protect
the patient or others; the second most common reason
was to contro] behavior.

No scientific basis of support yet exists for the efficacy
of restraints in safeguarding patients from injury.* Re-
gardless, as Robbins®” acknowledges, restraints have
certain appeal: an immediate impact on behavior, easy
application without much training, ready accessibility,
and administrative sanction. Appelbaum and Roth!? re-
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an of in y treatment and
restraint of older adults hospitalized on medical and -
surgical wards. “Incompetent patients” who refused
treatment were often restrained or sedated and then
treated, both without consent. Physical restraint was the
most common intervention when a patient’s behavior
interfered with treatment or disrupted treatment of
others.

Most authors concur that cognitively impaired elders
are at greater risk for accidents, are less able to under-
stand and cooperate with medical care regimens and
may behave in ways that endanger or disturb other pa-
tients or staff. Physical restraint has been used to pro-
tect, facilitate treatment for, or control the brain failed
patient.13-024363234-43 Covert et al'® notes that “pm”
orders for restraint are not uncommon among nursing
home patients where “. . . any display of socially de-
viant behavior is met with physical or chemical re-
straint” (p. 85). Rose* suggests that “‘some patient con-
trols are designed to assure good body alignment rather
than to restrain” (p. 21). Burnside*’ questions whether
restraints might be used by nurses to punish patients or
out of frustration. Insufficient staffing;* staff attitudes;”
administrative pressures to avoid possible litiga-
tion; 34489 or normative values’™® are also suggested
as possible contributors to restraint use. Yarmesch and
Sheafor’s study?® demonstrated nurses’ readiness to re-
strain; and Frengley and Mion'* documented that little
discussion of dedisions to restrain was generated among
members of the health care team.

A British editorial*® pointed to fear of litigation fol-
lowing patient injury due to falls as the most compelling
reason for the increasing use of restraints for elderly
patients in the United States. Evidence suggests, how-
ever, that risk of injury from falls out of bed increases
when restraints are applied.**-% In general, the con-
clusions from most such reports indicate that restraint

es seld i the risk of injury. Feist®
states that many patients learn to untie their restraints
and that numerous falls, espedially from wheelchairs,
result from attempts to remove restraints. Finally, once a
patient falls, regardiess of outcome, the consequences
often include some form of restraint or confinement.
Although most accidents result in only minor injufies,
nursing personnel are much more likely to restrain older
than younger patients in the mistaken belief that the old
will always seriously injure themselves.$! Predictors of
physical restraint are summarized in Table 2.

EFFECTS AND CONSEQUENCES

The apparent willingness of health professionals to
apply restraints to the elderly is somewhat paradoxical
in view of existing knowledge about the range of serious
effects and consequences of restraint and immobiliza-
tion in this age group. Warshaw et al** report that physi-
cal restraints reduce functional capacity as a patient

9
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P TABLE 2. PREDICI' ORS OF PHYSICAL RESTRA]N’T FOR ELDERS IN HOSPITALS AND NURSING HOMES .

Pnﬂem factors - " System factors
Agei-ien-u o Administrative pressure to avoid lmgnnon”—"“ 49.77-00
;, Cognitive | m\panmuus“‘ AL13142030 261932038, 33 457 ". . Availability of restraint dmca" 98100
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i c ‘Physxﬂl fnulty’ . - . . lnsufﬁo_emrsulﬁng“ \
e deviee
Te T .; Needmpwnmtebodyahpmml" Lo R

o v
. . R . _(.A

qulddy loses steadmess and balance when msmcted toa term.care facilities. Straker®* believes restrained elders
bed .or chair; Devices that are too rest-.nchve or too ngh( feel humiliated or outraged and perceive that they are
. "can cause problems of elimination,®- ion pneu- _ being treated as children without control or.entitlement ~
A *monia,% cu'mhtory obstruction,*® cardiac stress, !¢ skm -as-adults. Several authors note, with-elderly patients,
" * . ‘abrasions or breakdown, 4 poor appetite and dehy- that ‘restraints preopxtate regressive behavior, with- -
- dratiop,* and accidental death by stnnguhuon 22310 drawal, ‘resistance, and agitation 344 Further, the re- -
In addition, an assodation between the use of physxcal .; strained patient may be viewed by others as dxsturbed

*_shown.1413.39, - .  rizes potential beneﬁts and risks of phys:cal restraint of " -
lmmobihuuon of the’ elderly pahent by prolonged - older adults. - w .. Ce
. use of restraints-can lead to many serious biochemical o LEG AL-ETHIC AL DIMENSI ONS

"and physwlopc effects. Abnormai changes in body .
chexmstry, basal metabohc rate and blood volume, or- Desplte lack of research evidence for the effecﬂveness of
static hy c lower” ity . restraints in preventing injury, their use continues tobe

tone/strength;- bone demineralization, overgrowth of .-homes..“ Any nurse can apply as much restraint as is

‘ opportunistic and EEG changes have been  necessary to protect the patient from hurting hxmse].f or .
=+ well-docurnented:**4® Further, animal studies indicate . hurting anyone else””(p. 4). Creighton’ s review of ”
. that physical restraint causes a stress response resulting - several legal cases and findings regarding bedrail use ..
~in increased oorh:osterons“and decreased function of " and. acadents from 1950 to 1982 shows that over ume, ’
the blood brain bairier in the autonomic centers. ¢ Per- .

ceptualandbehaworalmponssthathavebemnoted . e :, .o
bilization®4-7 lend - . . A . .
, with immobilization® support to these physi- ., 1 Ap1E 3, COMPARISON OF POTENTIAL BENEFITS
ologic effects in hushans and may for the disor- . AND RISKS OF PHYSICAL RESTRAINT OF -
ized béhavior noted among elderly pa-. .. - ELDERLY PATIENTS -
tints, Attempting 10 2 delirious . ', " Potentialbenefits ©  Potentia risks

pauent servesmmaease the pamcandfearof d ;
_ that can produce angry, belligerent, or combative  Preventién of falls which - " Injury from falls®30-%.
behavwr 40.6272-7¢ ‘Emotional desolation may: result ' , might resultin injury!??-? _ Accidental death by .
from fear of abandonmem or embamssmem of inconti- Pmon from other smsulanon’“’-“ 0
“nence.! . accidents or injuries’®”-"  Functional decline?* .
In one study l, 20 hospltahzed ddm wm aske'd ; Allow medical treatment to ' Skin abrasions,, brtak-
~’about the expefience of being restrained, and their re- proceed without patient - downites,
interference!14.1% . -Bnochemscal physnolog:c
sponses were categorized., One patient stated, “If there - :
. Ald in maintenance of body - - and psychologic, sequelae
was a fire, I'd be caught. :: . How would I get’ out?’ " alignment 7+ of prolonged
- (fear). Another said, “Tfelt like adog and cried all mght Protection of other patients xmmobxlxuuon‘ v43-
«Ithurt me to have to be tied up”. (demoralization). Other . or staff from disturbanceés AS48-T4

“categories of responses were anger, resistance, humilia-  or physical harm®®®® . Cardiac stress™ :
. tion, discomfort, resignation, and denial. Four pauents JIncreased patient feeling of ' Reduced appeme dehydra-

‘gave: responses indicating at least partial agreement safety and. secumy” . tion*

with.the use of restraints; one said, “If Fhadn't been tied Disorganized ~ .

down I might have gotten o{f the bed and . . . fallen . . o behavior 04272774

down.” i . Emotional desolation19%¢

. Hiatt™ stated that families often express dlsmay atthe . o . P"ls;:’f, :’,‘mmd mortal-

presence of geriatric tray tables and restraints in long-
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restraints and death during: hospltahunon has been dangemus or mentally incompetent. ' Table 3 summa-* s
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tion therapy, behavioral modification therapeutic
touch, active listening, attention to feelings and con-
cemns,0488.% Phygical and diversionary activities such
as television, radio, music, recreation, exerdse, ADL
training, and physical and occupational therapy™ are
suggested. Administrative support to decrease staff fear
of suit or other jons® is essential as is training
and emotional support for staff who work with resi-
dents with behavioral disturbances to enable them to
tolerate and respond appropriately to a broader range of
potenually bothersome behavior.”

d the single probl ic behavior for
whnch thereisa developmg hterature, “creative control”
is viewed as better than restraint’? and may take several
forms: a locked or closed unit; door alarm systems;!173%3
recreational and social activity and exercise; program-
ming changes, eg, nighttime activities for those who
awaken and der at night;™ appropriate outlets for
industrious or anxious behavior; sheltered courts and
gardens with irregular spaces for explonng, walking
with, distracting and ding to p ’ feelings and
concerns;* and camouﬂage" Hiatt” has noted that

wandering is not as widespread as is the application of-

physical restraint in an effort to prevent it.

PHYSICAL RESTRAINT

use of physical restraint; 2) demonstrating short and
long-term sequalae, both physical and psychological, of
restraint; 3) improving the design of restraint products;
4) testing efficacy of alternatives to restraint for behav-
ior management; and 5) determining ways in which the
practice of restraint may gradually be limited to serious,
short-term circumnstances.

IMPLICATIONS FOR PRACTICE

The importance of an interdjsciplinary team approach is
underscored by the fact that the causes of behavior fre-
quently precipitating restraint are often identifiable and
treatable. The high incdence and prevalence data from
nursing homes suggest inadequate adherence to pub-
lished professional standards for application of a re-
straint, A.lthough the pahent s bill of rights, state and
federal regul and i jonal policies insure
freedom from unnecessary restraint, practice is not
always congruent with policy. Disagreement regarding
what is “necessary restraint” points to a role for the
patient/family and/or surrogate in any decision-mak-
ing about restraint use. The role of advanced directives
and informed consent in restraint use is a significant

issue di

A change in policy and staff exp pled
with removal of restraint equipment has been shown to
decrease restraint use on certain types of units.2!.%-10!
No studies were found that compared effects of alterna-
tives to restraints, although Rubenstein et al* calls for
such a study in relation to the efficacy of bedrails in
preventing falls.

IMPLICATIONS FOR RESEARCH

Interest in issues surrounding the practice of restraining
the elderly in hospitals and nursing homes has grown
over the past 15 years. Evidence for reduction of physi-
cal restraint of the elderly exists in Great Britain®® and
Denmark;* acceptance of the practice in North Amer-
ica, however, remains widespread. Research aimed di-
rectly at describing and understanding the implications
of this practice has only recently been published. Ex-
cluding the Famsworth?” nursing home poll, these stud-
ies have been reported since 1983.1-1¢18-2 The studies
are descriptive and limited by sample size, selection, and
the use of single institutions, usually acute care hospi-
tals. Some suggest, but none definitively support, the
iatrogenic physiologic or psychologic effects of restraint
in a frail patient population. None have compared the
effecuveness of physical restraint versus alternative in-
terv in relation to outcome es. None have
compared designs of the various products in terms of
safety, comfort, or efficacy. Thus many gaps remain.
Building on this beginning descriptive work, several
areas need to be explored. These include 1) describing
patient and nurse subjective experiences regarding the

11

In makmg adecision abont restraints, the goal of care
must be thoughtfully weighed. The desired outcome for
patients in acute care is generally cure or improvement
in health through the use of sophisticated diagnostic
and treatment measures. In long-term care settings, on
the other hand, rehabilitation, maintenance of function,
quality of life, and a dignified and comfortable death are
the chief goals. Thus, the decision to apply a restraint,
from a “burden versus benefit” point of view, might
conceivably be justified in some situations and not in
others (Table 3). The use of wrist restraints to facilitate a
delirious patient’s intravenous rehydration and possible
return to normal cognitive status might be more justified
than the same int applied to enable the long-term
placement of a feeding tube in a severely cognitively
impaired, physically deteriorated, and resistive elder.
Thus, consideration of the anticipated length of time in
restraint, goals of care, and the likely outcome for the
patient become extremely important questions to an-
swer in those instances where restraints are comtem-
plated or in use. More discussion of this matter is ur-
gently needed. Further. more attention to staff
education regarding selection of appropriate restraints
by type and size and their proper application and moni-
toring seems warranted if restraint-related accidental
injuries and deaths are to be avoided. Finally, nurses
have an ethical duty to patients and families to explain
the reason for the restraint, to gain informed consent
when possible, to give clear expectations when restraint
can be safely removed, to maintain a therapeutic rela-
tionship, and to facilitate discussion after removal of a
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restraint in regard to the experience and any assoaated
anxieties.
With anincr gly frail aging popul jon:

where elders appe fe, uncc ive, or noncom-
-pliant with care will-become commonplace. The need,
therefore, to.balancel autonomy, patient safety, and

quality of life will be essential. A remaining challenge in
meeting this need for patient care is the development
and testing of alternative measures to phymcal restraint.
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A Further Exploration of the Use of Physical

Restraints in

ospitalized Patients

Lorraine C. Mion, RN, MSN,*{ |. Dermot Frengley, MB, ChB, MRCP,*}
Cheryl A. Jakovcic, RN, BSN,® and John A. Marino, MD*t

Four hundred twenty-one consecutive patients admitted

in their unrestrained counterparts in both settings. The

to an acute general medical ward and two acute rehabili
tation medical wards were studied to compare the
characteristics and outcomes of physically restrained
patients and unrestrained patients. Restraints were used
in 35 (13%) of the general medical patients and in 49
(34%) of the rehabilitation patients. The restrained
general medical patients had higher mortality and mor-
bidity rates than their unrestrained counterparts. Re-
strained patients had a higher prevalence of a psychiatric
diagnosis, and major tranquilizers were used more than

8 I medical patients tended to have more than one
type of restraint at a time, whereas the rehabilitation
patients were restrained for longer proportions of their
hospital stay. Thirty-three percent of the restrained
patients whom we were able to interview expressed nega-
tive perceptions about the presence of the physical
restraints. Moreover, it was found that the presence of
cognitive and physical impairments were highly predic-
tive of restraint use in both populations. ] Am Geriatr
Soc 37:949 -956, 1989

he physical intof p acom-

mon, but somewhat controversial, practice in

the United States and Canada.'~* There is in-

creasing awareness of a decidedly higher prev-
alence of the use of physical restraints in North Ameri-
can hospitals in comparison to hospitals in Europe.!4
Some evidence exists that the use of physical restraints is
not a benign practice and is associated with adverse
effects, such as longer length of hospitalization, higher
mortality rates, higher rates of complications, and nega-
tive patient reactions.*-* Complications of falls and
deaths as a direct result of physical restraints have been
reported.*~!! In acute psychiatric settings the prevalence
of physical restraints ranged from 3.6%-5%*13; in the
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long-term care settings it increased to 19% - 85%4:14;

whereas rates of 7.4%-17% have been reported on
general medical and surgical floors.®~”

Studies of the use of physical restraints in other than
psychiatric settings have been sparse. Management of
violent or out-of-control behavior is the pri reason
for the restraint of psychiatric patients.12!313~18 O, the
other hand, violent behavior seems to be rarely ob-
served in restrained patients in nonpsychiatric set-
tings.** Indeed, it has been postulated that fear of liti-
gation as a consequence of a patient fall is a primary
factor in the use of physical restraints in these

gs.!29-2 Paradoxically, concern for the individ-
ual’s right to privacy and self-determination has re-
sulted in legally limiting the use of physical restraints in
psychiatric settings, and, more recently, guidelines for
the use of physical restraints in nursing homes have
been established. 1314224

As yet there are no agreed upon guidelines for the use
of physical restraints in general hospitals. Given the few
published studies in the acute care setting and the possi-
bility of adverse consequences of the use of physical
restraints, a prospective exploratory study was con-
ducted. The purposes of this study were to discover

0002-8614/82/53.50
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those patient characteristics thatincreased the risk of the

use of physical restraints, to confirm the assodiation of |

physical restraint use with morbidity and mortality, and
to deternmine the presence and. nature ‘of physicians’
orders, the nurses’ reasons for using restraints, and the
patients”reactions to ined. These q

- were uked of two d:f{ermt hospital popuhhons,.

ly acute g and dica) rehabilita-

-tion;on the i "ﬁndmg to both

: populations-were hkdyto be of greater i m\porunce than
those: vambles»found in only one.

METHODS

Setting and Subjects The study took place at Cleve-
land Metropolitan G 1/Highland View Hospital, a

JAGS-OCTOBER 1985-VOL 37, NO. 10

the duration of use, and the nurses’ reasons for use and
discontinuation of the physical restraint. Lastly, while
the pati were ined they were interviewed
using an open-ended format questionnaire.

Chart audits were compieted for all patients (re-
strained and unrestrained) by two of the authors
(L. C. M. and J. D. F.). The patient characteristics in-
cluded in this study were age, gender, marital status,
race, admission source, and discharge disposition. Ad-

»ditional patient characteristics included the presence of

a psychiatric diagnosis, the use of psychotropic medica-
tions, cognitive status, and physical functioning.
Cognitive status at admission and at discharge was
obtained for all patients from chart audits and rarikedas .,
follows: 1 = comatose or stuporous; 2 = disoriented as

715-bed county teaching hospital. One of three acute
" general medical wards (28 beds) and two of three acute
- rehabilitation medical wards (56 beds) agreed to pama

-pate in the study. The acuie general medical service had
2 wide variety of typical-medical conditions that re-

and

quired-acute in-hospitat

' :« Every patient admitted to the acute general medical ser-

.vice received an extensive history and physical exami-

" :nation by:an intem, senior medical fesident (PGY3),

and, at times, a senior-medical student. This information
was recorded in the patient’s medical record. M ver,
- the patients were pnsented to an attending physican

- within 24 hours of admission. Notations of the patient’s

progress were made at least once a day by the medical

and nursing staffs.
- The rehabilitation medical wards admmed patients
who inued to ire daily medi

'I
but could parhapate in an'intensive rehabilitation ther-
-apy program.® These pati were recovering from a
severely d:sablmg xllness, such as a stroke, or from debil-
ity following major surgical procedures. These wards
were part of the medical house staff rotations and all
patients had a detailed h:story and physical examina-
. tion performed by a junior medica! resident (PGY2) as
well as by an attending internist. Moreover, the primary
reg\sm'ed nurse, occupational thenput, and phvs:cal
ted the p ‘s physical and cogm
uvefuncuonon dmission and th ghout the hospi
stay. This information was recorded in the pauent s
medical record.

All consecutive first admissions from Apn.l 7- ]une
30, 1986, to the general medical ward (n = 278) and
from April 7-September 9, 1986, to the two rehabilita-
tion medical wards (n = 143) were included in.the
study.

Data Collection Rounds were made daily, except for
weekends and holidays by L. C. M. to the three wards to
" discuss with the nursing staff the physically restrained

doc

patients. Data on all restrained patients included infor-

mation on the types of restraints, the physicians’ orders,

16

‘noted in"

-were

place, and time or onented to person only, but
inconsi in following le (level one) ¢

3 = oriented to person, and although following' level
one or simple commands, had. obvious cogmnve im-
pairments noted in 1 andj

4 = oriented to person and phce but had mpaxrmznls
y. calculati ;-5 = ori-
ented o person, place, and mne, but had some mild

.cognitive impairmerit.noted; and 6 = no cognitive.im-

pairments noted. The cognitive status of restrained pa-
tients was also assessed at the time of their interviews.
This assigned: was. verified by chart audit.
Forty-three (10%) of the charts were nndomly selemd
and audited sep ly by an independent in

(C. A. ].). Inter-rater reliability in ranking the cogmt:ve
status was 0.90 and the weighted kappa coefficient was
0.74. .

Physical function in 10 activities of daily living was
evaluated at admission and at discharge with the Barthel
Index, wluch‘nnges from O (total dependence) to 100
(total i dence).? The,c rent and predictive -
validity based upon , medical records, telephone inter-

- views, and direct observations have been demonstrated
for this . index, ,as has the  inter-rater reliability

(r> 0.90).7-»

Morbidity was:assessed by length of stay, hospital
complications, and ‘severity of iliness. Complications
defined as any doc d adverse events unre-
lated to the underlying disease states that occurred dur-
ing the entire hospital stay. These were categorized by
type, ie, falls, hospital-acquired infections, effects of im-
mobilization (such as new decubiti), and adverse effects
of medications and procedures. Because of the occur-

‘rence of patient transfers between the various services

within the hospital, it was not possible to determine
accurately the time sequence of hospital-acquired infec-

| 4

tons and restraint use. Therefore, all complications

were treated as dichotomous vanables and rated as
present or absent.

The Severity of Olness Index was used to measure the
degree of illness regardless of diagnosis for each patient
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on the acute general medical ward but was not used on
the rehabilitation wards since this index has not been
developed or tested for this setting.® Seven distinct
variables were rated independently in increasing levels
of severity from 1 to 4 by two of the investigators
(L. C. M., J. D. F.), who were trained in the use of the
index and had achieved a follow-up inter-rater reliabil-
ity of 0.88 and a weighted kappa of 0.91.

Verbal consent was obtained from the nursing staff

and patients before any interview. The selection, con-
sent, and data collection process met the approval of the
hospital’s institutional review board.
Statistical Analysis The statistical computer packages
of SAS and BMDP were used for analyzing the data 332
Dichotomous variables were assessed by the * test and
Fisher's exact test. Rank data were assessed between
groups by the Mann - Whitney U test. Continuous data
were assessed by analysis of variance followed by pair-
wise t-tests with Bonferroni adjustment for multiple
comparisons.

“Predictors” of the first use of a physical restraint
were d by logistic regression for each setting. The
logistic model was chosen for the multivariate analysis
since the dependent variable, presence of physical re-
straint, was a dichotomous variable. Moreover, the lo-
gistic regression model allows for nominal independent
variables. The relative risks of the independent vari-
ables depend upon the specific values of the other co-
variates. Therefore, we esti d the relative risk for
eachindependent variable by assuming mean values for
all the other variables as described by Cupples and col-
leagues ®

RESULTS
Acute General Medical Patients

All Patients Thirty-five (13%) of the 278 study patients
admitted to the acute general medical ward were physi-
cally restrained at some time during their hospitaliza-
tion. There were no statistical differences between the
restrained and the unrestrained patients in terms of their
gender or marital status. A significantly higher propor-
tion of white patients were restrained as compared to
nonwhites. Restrained patients tended to be older, ad-
mitted from nursing homes, and discharged to nursing
homes (Table 1).

Sixty percent of those restrained had a psychiatric
diagnosis, compared to 31% of those who were not re-
strained (P = .001, y* test). Major tranquilizers were
used more frequently in the physically restrained group
(20% s 4%, P <.001, £ test), while the use of the
hypnotics and sedatives were comparable between the
two groups.

Physically restrained patients had more serious cog-
nitive deficits than the unrestrained patients at admis-
sion (P = .015, Mann - Whitney test) and at discharge

17
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(P=.018, Mann-Whitney test). indeed, only three
(11%) of those restrained had no cognitive impairment
noted at admission, as compared to 85% of those not
restrained. The restrained patients had lower Barthel
scores of physical function as compared to the unre-
strained pati at both admission and di: e (Ad-
mission: X (£ SD): 23.6 {£30.1) vs 81.1 [£25.7),
P <.001/Discharge: 28.3 [+ 33.3] vs 91.9 [+ 20.8]
P < .001, Mann - Whitney test).

Within the physically restrained group, the mortality
rate was found to be significantly higher than in those
patients not restrained (Table 1). Greater morbidity also
existed in the restrained group. Sixteen (46%) of the
physically restrained patients were in the two highest
severity of illness ratings as compared to 15 (6%) of the
unrestrained group. Furthermore, not one of the re-
strained patients had the lowest severity of illness rating
(P <.001, Mann -Whitney test). The average hospital
length of stay was almost twice as long as that of the
unrestrained group (14.2[+ 11.7)vs 7.5[+ 8.9], P = .01,
t-test). Twenty-eight percent of all the patients had at
least one complication, most of which were minor. Hos-
pital complications occurred significantly more often in
those with physical restraints with the exception of pro-

‘cedure- and medication-related complications (Table 2).

Power analyses were calculated for all negative find-
ings using an alpha = 0.05 and the actual data, The
power values ranged from 0.63 (procedure complica-
tions) to 0.88 (gender) with all items above 0.80 except
for procedure complications and medication complica-

TABLE 1. CHARACTERISTICS OF RESTRAINED AND
UNRESTRAINED PATIENTS ON AN ACUTE
GENERAL MEDICAL WARD (n = 278)

R i ed L

a4

(n = 243)

Variable {n = 35)
n (%) n (%)

Admission Source*

Home 25(71) 219 (90)

Boarding/Nursing Home 9 (26) 10 (4)

Other Hospital 103) 14 (6)
Discharge Dispositiont

Home 11(31) 212 (87)

Boarding/Nursing Home 14 (40) 11 (5)

Other Hospital 5(14) 17 (7)

Died 5 (14) 3
Racet

White 28 (80) 153 (63)

Nonwhite 7 (20) 90 (37)
Age (vears)§

X (=SD) 64.6(£21.4) 54.8(%17.8)

Range 19-97 18-93

*p = 2258 P <.001
tr =6962 P<.001
$ = 3.986 P = .0¢6.
§=—260 P =05
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TABLE 2 COMPLICATIONS !N ACUTE GENERAL

. MEDICAL PATIENTS (n = 278) Lot
Ao ‘Restiained Unrestrained
_Complieqﬁo'n' (n = 35) (r=243)  P-Vaue
L ROk
“Falls - : .6un T LI -, 001
lmmobiht}“Rehted 309 4 .045*
Nosocomial infection 8 (23)° 13(5),- - -001
- Medication-Related- . '1029) . ~ 38(16) _ . NS -
. Procedure-Related: . 2(6) 19(8) - NS
,; NS= .ot u:mﬁnnl ' - ST

M Fuh:n exact mo—mL

tioris (power = 0.64). Therefore, s:gmﬁcam differences

in these latter variables may have.been masked by a.

Typellen-or

a q

P t variables assessed on and in-
cluded in the logistic regression. analysns were the pa-
‘tent’s age, ‘gender (male = 0, female = 1), race (non-
white = 0 whne =1), admxssmn source (home = 0,
other & 1), seventy of illness-category, physical func-
cogmnve status (decreased 0, normal=1),
presence of - a -psychiatric diagnosis”'(absent =0,

present = 1), and use of a major tranquilizer (no = 0,
yes = 1). The dependent variable was'whether or not .

-the patient was restrained at any time while on the study
ward. Logistic regression analysis shown in Table 3 re-
vealed that five variables were significantly r related to
the use of. restraints in the general medical semng—

'narhely, greafer physical dependency, decreased cogni- - straints. In 20 (57%) of the cases, the patient’s condition

tive Status, increased severity of illness, prresen_ce of a
psyc}uatm: d:agnosxs, and race (wl'ute)

Dariente

Rcsmmed F ts P

were ""xon'an

- average of 4.5 days, with a: .range of 1 to 18 days. The .-

. proportion of the hospital stay in which they were re-

. strained ranged from 0.06 to 1.0 (complete hospnal stay)
.with an average of 0.48 (+ 0.31). .

- Forty-three; percent of the restrained patxents had

" more than one type of restraint at a time wnh an average

JAGS-OCTOBER 1989-VOL 37, NO;10 .

" of 1:6 ( 0.8) restraints per patient. The most frequently

used restraints were waist (57%), chest (40%), and soft

*"wrist (40%). Other restraints included soft ankle (9%)

and leather wrist and ankle (6%). The sum does not
equal 100% since some patients had more than one type

B ": of restraint applied.

‘The nurses’ reasons for using the physncal restraints

"were 10 keep the patient.from getting out of a bed or

“chair (71%); to maintain_ therapies, i€, prevent the'

-disruption of tubes and dressings (34%); to-manage ° -
" wandering or hyperactivity (23%); to manage violent

behavior (11%); to maintain the patient’s sitting balance ™
*.(11%); and to prevent the pauem from self-harm (11 %).
More than one reason was given for using | a physxcal
" restraint on sixteen (46%) of the patients. .

All'but one of the patients had cognitive impairments ‘, =

noted ‘at .the time of being restrained. Moreover, 28
(80%) of the restrained patients had a cogmuon level of
3or below. .’

Documentation of the use of physical restraints was -

absent or sparse in 20 (57%) of the medical records. Ten

(29%) of the general medical patients ad a physician’s
order for physical restraints, three of which were spe-
dific, to: type duration, and purpose. Documentation of
altemauves to restramt use was also sparse ; and found in
only seven (20%) of ‘the records. Physical restraints
tended to be in place for 16 to 24 hours a day (86% of the
‘patients), with the highest use on day shift and the low-
est at night. Apart from one pauent who suffered abra-
sions, no direct-complications were noted fmm the,re-

changed. allowing for the removal of the physxcal re-
straint. These patients continued to require hospitaliza-
- tion. for med:cal care. For the remainder of the patients,
the re were d unul they were dis--

‘The pat:ens ~feehnp and feactions to the physical .
" restraints were obtained from 13 (37%) of the general
medical patients while they were restrained. The.re-
mairder were either stuporous, aphhsic, or too confused

TABLE'3. LOGISTIC REGRESSION OF RESTRAINT USE AMONG ACUTE MEDICAL PATK‘ENTS (n =278)-

0

. - " Estimated
Va.rhble Coefﬁdent : Sundard Enor - P-Value Relative Risk®
Intercept - -537 73, o019 .

" Severity of lliness 158 045 10004 . 21
Admission Cognition 1270 . :70.80 - o007 - T - 16
Admission Barthel -0.03 ! 0.01 ' 0005, T
Race 2.02 - T0.7? 0082 .7
Psychiatric Dugnos:s 1.35 0.64 0347 ’ ' 4

* Each varigble was assessed separately for contributing to the relative risk of being i
severityof illness we calculated the risk based on severity of ilness = 3, compared to sevevity of iliness = 1; di

ined

g all other covariates had eqnl'whm. For
d ion = 0, compared to normal

“cognition = 1; Barthel score = 20, compared to Barthel score = 90; white = 1, to rumwhm = 0; and pmmu a[ prychumc dugmnu & 1, to no such

diagnosis = 0.

18
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TABLE 4. COMPLICATIONS IN MEDICAL
REHABILITATION PATIENTS (n = 143)

Restrained Unrestrained

Complication {n=49) (n=94) P-Vaue
n (%) n (%)
Falls 28(57) 18 (19) 001
Immobility-Related 11(22) 16 (17) NS
Nosocomial Infection 29 (59) 31 (33) .003
Medication-Related 11 (22) 16 (17) NS
Procedure-Related 3 (6) 0 () .039°

NS = not significant.
* Fisher's exact two-tail,

to respond. Three of these 13 patients were angry at
being restrained while ten were indifferent or denied the
presence of the restraint.

Medical Rehabilitation Patients

All Patients Forty-nine (34%) of the 143 patients admit-
ted to the two rehabilitation wards were physically re-
strained at some point during their hospitalization. Little
difference was noted in the average ages of the re-
strained and unrestrained groups (71.9 [+ 11.2] vs 69.7
[+ 11.9)). Twice as many men as women were restrained
(67% vs 33%, P=.001, 2 test). There were no other
significant demographic differences between the re-
strained and unrestrained patients. No significant dif-
ferences were found in admission source and discharge
disposition, but physically restrained patients had a

- greater-tendency to be discharged to nursing homes
(35% vs 13%).

More of the physically restrained patients than the
unrestrained had a psychiatric diagnosis (35% vs 16%,
P= 011, ¥ test), received sedatives (18% vs 7%,
P =049, 2 test) or major tranquilizers (14% vs 0,
P < .001, Fisher's exact test).

Barthel scores showed significantly lower physical
function in the restrained group both at admission and
at discharge (Admission: 18.9 [+ 17.6] vs 41.4 [+ 20.8),
P <.001/Discharge: 45.5 [+ 26.7) vs 71.0 [£ 259}
P < .001, Mann - Whitney test). Cognitive impairments
were noted in all but one of the physically restrained

PHYSICAL RESTRAINT OF PATIENTS

at both admi and discharge. In contrast,
the majority (63%) of unrestrained patients were noted
to have no cognitive impairments (P <.001, Mann-
Whitney test). :

There was little difference in the average lengths of
stay of the two groups. Eighty-three (58%) patients had
at least one hospital complication, the most frequent
being infections and falls. A higher proportion of the
physically restrained patients fell, had a nosocomial in-
fection (mostly urinary tract infections), er a complica-
tion following a procedure than the unrestrained pa-
tients, but not necessarily while restrained (Table 4).

Power analyses were calculated for all negative find-
ings using an alpha = 0.05 and the actual data. The
power values ranged from 0.75 (race) to 0.97 (marital
status) with all items above 0.80 except for race and
length of stay (power = 0.78).

Independent variables assessed on admission and in-
cluded in the logistic regression analysis were the pa-
tient’s age, gender, race, admission source, physical
function, cognitive status, presence of a psychiatric
diagnosis, and use of a major tranquilizer. The depen-
dent variable was whether or not the patient was re-
strained at any time while on the study wards. Logistic
regression revealed that only physical dependency, de-
creased cognitive status, and gender (male) were signifi-
cantly related to the use of restraints in the rehabilitation
setting (Table 5).

Restrained Patients Rehabilitation patients were re-
strained on an average of 29.8 days, with a range of 1 to
85 days. The proportion of the hospital stay in which
they were restrained ranged from 0.02 to 1.0, with an
average of 0.67 (£ 0.35).

Seven (14%)of these patients had more than one type
of restraint at a time, with an average of 1.2 (£ 0.4)
restraints. The waist restraint was by far the most fre-
quently used (92%), while the other less frequently used
restraints included lapboards (10%), soft wrist (8%),
chest (4%), and mitts (2%). Eleven (22%) of the patients
had more than one reason cited by the nurses for the

The most frequently cited reason (67%) was to
keep the patient in a bed or chair. Other reasons given
were to maintain the patient’s balance (33%); to manage

TABLE 5. LOGISTIC REGRESSION OF RESTRAINT USE AMONG ACUTE MEDICAL REHABILITATION

PATIENTS (n = 278)
Estimated
Variable Coefficient Standard Error P-Value Relative Risk*
Intercept 1.26 223 5716
Admission Barthel —=0.06 0.02 0007 66
Admission Cognition —4.06 116 0005 49
Gender -193 0.62 .001% 6
* Each variable was assessed separately for contributing to the relative risk of being ing all otl nod equal values. For
physical function we calculated the risk based on & Barthel score of 20, compared to @ score of 90; d d cog =0, compared to normal

cognition = 1: male = 0, compared 1o female = 1.
19

26-077 0 - 90 - 5
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: wandenng cr,hy'peracuvrty (14%) ‘to prevent the pa- -

_ " tient from self-harm (14%); to-maintain therapies (8%);

" . and to- manage vrolent behavior (2%)... . .,

" . All-but one of the restrained patients had cogmuve .
impairments_ noted ‘at the time’ of being restrained.
, Thirty-one. (63%) had an xmpau'ed cogmnon levelof 3 or

‘below. ., : 3

 Physidans ordexs were present in' 26 (53%) of the
. charts; and none; was!specific as-to type, duration, or

purpose Eleven (22%) patients had:no documentation

" of the physical restraints anywhere in the records. Possi-

" ‘ble altematives to the usejof a restraint were noted in 12

- (24%) of the records. Restraints- tended to be.in use for

16 to 24 hours a day (96% of the patients). All'the pa-
'_tients were restrained on the day shift, but not necessar-

.’ ily on the other two shifts. Three patients suffered abra-

sions as .2 result of the physical restraints.-No other

direct comphcahons were_observed. or,noted. In 21

(43%) of the cases, the p 's condition ch al-
lowr.ng “for the removal of the physical restraint, while

d
-}

still - requmng medical and rehabilitative therapy. For .

the'temainder of the p the rest
tained until they were discharged. - :

Perceptions of the physical.restraints were obtamed
from 29 (59%) of the rehabilitation patients while they
were restrained. The xnost common reason for a lack of -
+ resranse was the presence of severe aphasia. Elght of
* the pauents were angry or actively resistant to, thee re-
straints, seven denied the presence of a restramt eight
were compliant, three felt demorahzed and three were
resxgned to their use. . ‘. .

i .mweremam

DISCUSSION

) The use of physxcal restraints is a complex issue mvolv-
" ing concerns about possible litigation, the patient’s wel-

fare and’ safety and the success of therapeutic interven- -

" tions, as well as the” possrblhty of deleterious effects
from the restraints therselves. This study, along w-nh

" others, has anempted to understand further some of
these issues. A hrmtauon of this study design includes
“the possxbrlxry ‘of mterpretanve bias among the chart .
reviewers, although a tonscious effort was made to bé
objective in data ext:rachan Second, a Hawthorne'effect
‘may have occurred on'the selected wards. We doubt,
however, if the mvest:gators presence on the day shift
or knowledge of the study significantly influenced the
-use of physical restraints. Lastly, it was not feasible to
measure all clinically relevant information concerning
the presence or absence of physical restraints, such as
medication changes or the time sequence of complica-
tions and restraint use. With these limitations in mind,
this study was undertaken to enhance understanding of
the use of physical restraints. Two different medical
settings were examined simultaneously to strengthen

20

JAGS-OCTOBER 1988-VOL 37, NO, 10 |

the generahzabxhty of the results by dehneatmg those )

to both

" The study design thus lncorporated two types of med- -

ical wards, acute general medical and acute rehabilita-

tion’ medical wards, to compare patient characteristics
and outcomes in relationship to the use of physical re-

straints. The results did show some differences in that
fully one-third of the rehabilitation patients were physi-

' cally restrained as compared to 13% of the general med-.

ical patients. On the general medical service the patients

who were restrained:were older than their unrestrained
counterparts, a finding that has been supported in other -

studies:>-” This age difference was not apparent in the

.rehabilitation"setting and was most likely the result of
“. the presence of an already older populahon in this set-
. ting, Moreover, the age of the patient was not predictive

of the use of physical festraints in-either setting. There
were proportionately more whites than nonwhites re-

strained on the 3enera! medical service, but no signifi- .

. cant racial differences were apparent on the rehablhta-"
tion service. Conversely,’ gender. had no- effect on the'
general ‘medical semce, while men were’ restramed B
more dften than women on' the’ rehabxhtabon service” .
., Given these conflicting ‘results, it would appear doubt- -

ful that demographic charactensua “of . the patients,

“ such as age, gender, : and race, afe;important factors in

the use of physical restramts o

-’ General medical patients who ‘were restrainied evi- ©

denced greater morbidity than the unrestrained patients

asshown by the higher nursing hotie d.lscharges, longer

"+ length -of stays, increased - hospital ‘complications,

greater seventy ‘of illnéss, and greater cognitive and

physical dysfunction. Rehabilitation patients who wer -
" restrained also tended to have greater morb:dlry when
‘comparedto unrestrained rehabilitation’ -patients. In

both settings, the physically restrained patients had a .

lugher frequency of psychiatric lllnesses and use of

tion with -physical restraints and not as alternatives.
Nevertheless, only cognitive and physlcal impairmerits
were predictive of physical restraint use in both settings.

* major tranquilizers than the unrestrained . patients. It -
. appears: that chemical restraints were used in conjunc-

Funhermore, altered cognmon has been u:nphcated in’

restraints.*-*3¢ Robbins et al® found in their study of

‘other studies 4s a reason for the use 'of physical °

hospitalized patients’ that cognitive ‘impairment as- :

sessed on admission was the only independent predxc-

 tor of restraint use with all other significant variables

associated with the decrease in cognition, It would seem
from our study, however, that regardless of age, those
patients who demonstrate impaired cognition, . poor
judgment, or behavior disorders together with impaired

physical function are those most likely.to be physically - '

restrained. .

Types and purposes of physncal restrainis also dxf- '
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fered somewhat between the two services. The rehabili-
tation patients were restrained for greater propertions of
their hospital stay, with many of them restrained until
discharge in contrast to the general medical patients.
The greater use of restraints in this setting and the type
of restraints perhaps refiected the decreased judgment
and balance.often manifested in these patients, particu-
larly in those with a stroke.

On the other hand, the general medical patients usu-
ally had more than one type of phys.zal restraint, more
than one reason for their use, and a tar higher mortality
than their unrestrained counterparts. Although a cause
and effect relationship cannot be shown, a high associa-
tion did occur between the severity of illness and the use
of physical restraints in the acute care setting. Indeed,
the second most cited reason for the use of physical
restraints on the acute care service was to maintain ther-
apies (eg, prevent the patient from disrupting intrave-
nous lines) as was also found by Robbins and col-
leagues.® It has been reported that attempts to prevent
the disruption of medical therapy by the patient was
often futile, and that considerati-n of an alternative
medical therapy that would eliminate the need for phys-
ical restraints was usually lacking.!®

Individual nurses vary in action ad motivation for
managing similar p care problems.®* Further evi-
dence for this variation is shown in that the nurses did
not consistently apply restraints from one shift to the
next. It has been suggested that a low number of nursing
personnel increases the likelihood of restraint use.> We
found that the number of nursing personnel did not
seem to influence the use of restraints since restraints
were used more often during the day shift, the shift with
the highest number of personnel. This high use of re-
straints during the day shift could be explained, how-
ever, by the fact that patients were more likely to be in a
chair.

Indeed, the overriding concern for patient safety was
evident in both setings in that the nurses’ primary pur-
pose for the restraint was to keep the patient in 2 bed or
chair. The fear of litigation was spontaneously men-
tioned by several of the rehabilitation nurses but not by
the general medical nurses. This dominance of the prin-
ciple of safety may not be wise when a safe environment
is achieved at the expense of other goals. 2%

Strumpf and Evans® hypothesized that nurses cope
with the practice of restraining patients by believing that
few alternatives exist to the use of the restraints. This
suggestion is strengthened by our finding that there was
consideration of an alternative to the use of a physical
restraint for only 19 of the 84 restrained patients. This
low occurrence, however, may be a reflection of a docu-
mentation problem. A lack of documentation has been
reported in other studies.!447 At the time of this study
it was hospital policy to have physician orders for physi-
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cal restraints, yet they were often missing in both set-
tings. Absence of physician orders was also found by
Strumpf and Evans,® who indicated that the dedision to
use physical restraints was almost solely that of the
nursing staff.

No direct serious physical complications from the use
of physical restraints occurred in this study, but such
outcomes have been reported elsewhere.>!%* This lack
of direct complications may have been a reflection of the
conservative approach used to detect such occurrences.
The study design did not allow for determining the pos-
sible sequelae of physical restraints separately from the
many other factors affecting the patients.

The use of physical restraints has a detrimental effect
on the psychosodal well-being of the patient.®14
Strumpf and Evans® found that the use of physical re-
straints caused conflict and uncertainty for most pa-
tients. In this study we, too, found similar results in that
the interviewed patients primarily demonstrated denial
and indifference (40%) or anger and demoralization
(33%). Most of those who were angry were the rehabili-
tation patients. Indeed, the.presence of physical re-
straints would seem to be less than optimal in fostering
the patient’s sense of recovery from an iliness or preser-
vation of normalcy during an illness.

Our major finding was that physical dependency and
poor cognition were powerful predictors of a patient
becoming restrained. The high severity of illness found
in the restrained patients on the acute medical ward
gives rise to concerns about the consequences of further
immobilization ‘produced by the physical restraints.
Moreover, the high mortality rate among restrained pa-
tients on the acute medical service also raises questions
regarding the quality and management of the end of life.
The psychological distress found among the rehabilita-
tion patients may well have impeded their progress in
regaining independence. Further studies are still re-
quired to understand more clearly the decision to re-
strain a patient physically, as well as to determine if the
beneficial effects of the physical restraints outweigh the
deleterious effects on patient outcomes. .
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- St. Boniface General Hospital is
an 850-bed tertiary care faality.

9 The Department of Geriatric
LET S UNTIE Medicine is a 188-bed area, in-
cluding & 28-bed Palliative Care
unit. Elderly people who are acutely
il), those who have been admitted
for rehabilitation and those who are
awaiting transer to a personal care

home comprise the patient popula-
ELD ERLY tion. Between December, 1981 and
March, 1982 the Depariment of

Geriatric Medicine changed its
policy regarding the use of physical
b . restraint, Within one year 3 97%
y reduction In lhch;;u c.:’l phdyslhul .
- . restraint was achieved and this
Lynne A'.”d,‘” Pedersen reduction has been maintained to

Lois Edmund the present. This article will

Elliot Fingerote dhe:aibe the results of the policy

) change.
Colin Powell A “mechanical restraint™ is defin-
«d as “a physical appliance that in-
hibits [ree physical movement™.
(Covert, A.B., Rodrigues, T. and
Solomon, K., 1977). Included are
fimb restraints, mittens, wristlets,
anklets, jackets and wheelchair
restraints but not included are the
use of geriatric chairs or siderails on
beds. Chemical restraints are drugs
~given with the specific and sole
purpose of inhibiting & specilic
behaviour or movement.” (Covert
etal, p. 86-7).

The results of the change are
shown in Table L. It is evident that
the reduction in use of physcial
restraints has been maintained. Two
other issues emerge in discussing
any reduction in use of physical
restraint. Did the number of falls
increase and was there an increase
in the number of psychotropic
drugs used? Table Il shows the
number of serious and non-serious
falls before and after the policy
change. “Serious” falls are those re-
quiring medical intervention other
than mere physical examination, for
example putting in a suture. The in-
crease in the number of serious falls
is not statistically significant; it may
well be clinically significant. A fur-
ther study on falls has been under-
taken to look at this problem.

There was no evidence that phar.
macological restraint replaced
physical restraint. Indeed, the use of
psychotropic drugs was reduced by
26% in the January to June, 1982
period compared 10 the same period
in 1981,

Juarterly Journal of Lone Term Care, Ontario Association of Homes
for the Aged, October 1885.
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Qunhomm. the use.of physncal‘
sestraints 2t St. Bonitace arose from
a tragic accident where a patient
strongled in an improperly applied
festraint jachet. The Hospital Board
of Nirctivrs occepted recommenda-

tions frum the inquest into the

‘death. Fintly. a Registered Nuru
must-ubtain & medical order:for use

of ' physical restraint within fifteen.. .

minutes of its application. ’An R.N.
must uhserve and document her

- olwervation of any rrplramcd pa-
tient 2t least every filteen minutes. ..
- Thus, the first step in the :hangr :

process was that the use of
restraints was made a little more

diificufi. Szccadly, ol stalf were to

be instructed in the propér use of

. pestraints. A teaching videotape on
how o restrain paluenls properly
was dcvelopzd and

made mai .
datory viewing for all l\ospilal staff.

However, the Department of
- Ceriatric. Medicine was challenged
to Jook at o different question. .
Rather than am how Lo tie people
- up could we 2arn other ways lo
care lor them? The Depamnent s
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Families 160 may react in various
ways on finding their relative

" restrained. Initially, there may be

shock and horror. Cradudlly

" however, they may come 1o accept.

the restraints belicving that the
restraints will keep the patient;safe
from wandering away or being hurt

in a fall. Familics generally accept . .

professional advice particularly if
safety was 2 concern before admis-.

uwa:ch by our hospual s legal ad-
visors {Schwartz, Mcjannet,

"Weinberg, Riley. 1981) uncovered

the information that the American
éounts; ffom whence much of tae
‘ear of legal feprisal sorcads, uphela
the nolion A3t réstraint use s
undesirable. In two cases where in-

. stitutions were sued for not using

< physical restraints on’ patients who
ulumalely did injure themselves the

sion. Even if families have doubts .

about the use of restraints they may-

be reluctant to complain for fear of
staff retaliation against their family
member. However, usually when
families understand that staff are
trying o uphold the patient’s digni-

"ty and right to be treated 25 an

adult rather than as a child or 2
prisoner they usually support the,
controlled withdrawal of restraint.
Removing restraints from the pa-
tient induces tension in the staff.
Fear of patient accidents, particular-
ly falls and fear of being blamed for
such accidents, underlies this ten-
sion. Although there is no ¢vndence

" that reslramls prevent Ialls it'is -
held behef

Advisory C i prising
the managers of each discipli
within the Dzpartment as well 25 all
head nurses and physicians look up
the chall
2 pulicy change. in the use of
sestraints would have to bz made
with care. Four groups were iden-
tilied for consideration in making
such a change: patients, ‘families,
stail, and the institution itself.
Patients may react to being
restrained in diflerent ways. They
‘may become agitated, fight and
strike vut at staff trying 1o tie them
down. Anyanz who has ever
struppcled to restrain 2 “resisting”
patient remembers vividly the ensu-
_ing exhaustion for all. This involve-
. ment ol time and energy should be
remembered when the inevitable
question arises, “But doesn’t it take.
more staff to manage without the
use of restraints?” Not all.patients,
huwever, will resist. Some may
react passively and we sec the

lamiliar picture of the restrained pa- -

tient. withdrawn, head on chest,
dozing off to sleep. It must be . |,
remembered a3 well, that restraints:

. .aftect how a patient is viewed by
others. A restrained patient may be
seen as being disturbed, dangerous
ur mentally incompetent,

It was ghized that ..

Information about legal repercus-
sions helped our staff make this
change. Most important was the in-
formation (Cape, R.D., Dawson,
D.. Crawford: L. and Goodman B.,
1979) that there has never been a
lawsuit in Canada where an institu-
tion has been_successlully 'sued for
not using restraints. All lawsuits
have involved the improper applica-
tion of restraints. Indeed, further
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courts maintained that the institu.

“ tions correctly did not useé restraints
- and that such use would have im-

_ paired those patients’ quality of life.

Assurance that legal repercussions’
against them were unlikely was

. coupled in our Department with the )

fall, you know!™

assurance of support from the
medical staff in case of accidents.
Such support was demonstrated in
th2 concluding statement on an Inci-
dent Report signed by a physician
after he had examined a patient
who had fallen, “Old people will
While this sup- -
port is reassuring to some it
represents a shift in attitude for.
othery. Statf had to be assured that

! everyone in the treatment team who

' d esp
: fee!ings of gullt at having tied up

rezd Incident. Reports endorsed as

good practice the non-use of

phyncal rwralnl Olher feelings
jally

old. people. Staff became highly
creative at looking after patients

- "without the use of restraints and '~

fedings of pride developed as they -

" were able to provide care that

- honoured the autonomy of their.
_ patients.

The tension for the institution lies
in its need to maintain-its reputa-
tioa as a2 humane- provnder of care
and to uphold its legal responsibili-
ty to care safely for its patients. In-

“itially there was concern that the in-

”_ stitution would be sued for some
" accident where a patient had injured

himself and had noi- been restrain-
ed. Our legal advisors made it clear
that, on the contrary, an institution

. should fear being left open to'the

tort of false imprisonment and of ,

" assault for using restraints without

a patient’s consent. Thus a very dif-
ferent light was cast on the use of
physical restraint.

" To determine how to reduce
restraint use the Advisory Commit-
tee divided into study groups to
discuss how to care for patients



whom we might formerly have
restrauned. Four stereotypes, the
“wandering, mentally - impaired
person ", “the unsafely mobile per-
son”, “the aggressive patient” and
“the patrent who interferes with life
- support”, were examined and
medical, environmental and
behavioural alternatives to using
restraints for each group were iden-
tified. A teaching videotape was
developed using staff and patients
throughout the Department lhus
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ing food! What became clear was
how little we know about be
haviour exhibited by wanderers.
Perhaps we might have asked our
nutritionist to determune his calorie
requirements. Wanderers' usually
thin bodies suggest large energy ex-
penditures. In this case it was his
diet that r.eeded attention: restraints
compounded the problem.

There are no definitive answers as
to how to care for wandering pa-
lieml Around the world staff are

enhancing the sense of particip
in the change process.

~So what else do you use instead
of restraintsT”, is a question fre-
quently asked, The answer is that
there are no recipes for other ways
to manage. The study groups con-
cluded that the only in

peri with envi
lhat allow the wanderer to roam
freely yet safely. Wallpaper over
doors so that the door has the ap-
pearance of Just another wall has
apparently worked in some cases. A
length mirror may serve as a

a thorough, multidisciplinary assess-
ment of any given patient. The
problem for which restraints might
have been considered a solution
must be identified before other
ways to care can be substituted.

A fewr examples of how staff
cared tor patients without the use
of restraints might be useful.

The Wandering, Mentally
Impaired Person

Case 1- A 60 year old "wandering”
patient with Alzheimer's Disease
causeu trequent disruptions at meal
time when he stole food from other
patients plates causing great agita-
tion. He had frequently been
restraned because of this “disrup-
tive” behaviour. When we asked,
“Could he be hungryT” and doubled
his calone intake he d steal-

di todlvmlhewandcds
course. The relati

non-verbal suggestion? However,
little information is available to the
nurse and the nurse’s trial and error
approaches can be wearisome if
prolonged. As clinical research iden-
tifies useful nursing interventions
perhaps nurses will find support for
their efforts,

The Unsafely Mobile Patlent

Case 2: An 83-year old man with
Parkinson’s Disease injured himself
frequently because in his desire for
independence he would go to the
bathroom and literally pitch himself
onto the toilet frequently banging
his head on the sink on one side or
on the handrail on the other. In this
case, rather than restraining the pa-
tient so that he would not move

planned daily exercise prognm and
the wandering behaviour has yet to
be examined. Broad-based

chairs in place of straight-backed
chairs may help to lessen a
wanderer's agitation by supporting
his ceaseless need to move.

ideal solution appears to be an at-
tractive environment with paths for
safe wandering. Not all of us can
alter our institutions to meet this
need but we might perhaps take
some small steps toward this goal in

- attending to areas of the environ-

ment that may add to the
wanderer’s restlessness. For exam-
ple. messages from a public address
system may add to the wanderer’s

ion. As well derers must
have their drug regimens assessed
carefully to ensure that the medica-
tions used are not contributing to
the wandering behaviour,

Staff often need encouragmml in

ithout supervision, staff identified
the greatest risk and Jooked at how
to reduce that risk. Nurses enlisted
the help of the housekeeping depart-
ment to hook foam pads on the
walls behind the toilet and on the
edge of the sink nearest the toilets.
The pads were easily changed for
Iaundenng and the patient’s m-

dence no longer pi da

salety hazard.

Case 3: Advice was sought trom
another institution about how to
care for an 85 year old woman who
was restrained in a chair because
staff feared she would wander off
and fall down the stairs at the end
of the hall. The patient was assess-
ed by a physiotherapist, had sturdy
track shoes with rubber soles
substituted for her bedroom slippers
and was pronounced safe to manage
the stairs. She was thus allowed to
wander at will throughout the

caring for the
wandering patient. [t can be
discouraging to try to be creative
day after day with no apparent
results. As well this patient is usual-
ly cared for in a setting that places
many demands all at once on the
carers and the frustration of “watch-
ing the wanderer” may become very
stressful. Rewards in caring for this
patient are different from those

This story illustrates the dilemma
that often occurs when the unsately
mobile person has cognitive impair-
ment as well. In this case the two
issues (the wandering and the fear
that she might fall) had 1o be dedlt
with separately.

The issue in caring for the unsafe-
ly mobile patient is whether it is
more important for the patient to
and risk injury or is -

resulting from caring for
who is alert and oriented. Rewards
for the nurse come from understand-
ing how the wanderer responds best
to direction. For example, does he
respond most easily to verbal or

25

his safety of paramount concern.
The physician’s diagnosis is central
here. We must know why this pa-
tient is unsafe, that is. why he is
falling. Once the reason for the fall-
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reostrain ‘ri-‘stran/ 1a: to prevent from doing, exhibiting or expressing
something b: to limit, restrict or keep under control 2: to moderate
o limit the force, effect, development or full exercise of 3: to deprive
ol liberty: esp: to place under arrest or restraint

ing is identified then plans can be
made either to prevent falls or to
reduce the risk of injury from fall-
ing. As well the doctor must check
whether the patient's drugs are in
any way contributing to the
unsteadiness. The height of a bed is
often o problem as it is difficult in
Canads to obtain beds low enough
for the patisnt to be able to place
feet 11at on the floor before standing
up. A care plan that looks at en-
vironment through every step of the
patient’s day needs to be establish-

Tl;e Aggressive Patient

Case 4: The story of a 78 year old
man who swore violently and fre-
quently struck out physically at the
nurses provides an example of how
an aggressive patient was managed
without the use of restraints. An
analysis of his behaviour identified
that such reactions occurred when
he was being transferred from his
bed to a wheelchair or from
wheelchair to toilet. Three concerns

. were identified. Firstly, he ex-

d great pain during the

ed. Hs ines for rising, toileti
exercising and socializing must be
dentilied and the environment ar-
ranged to eliminate his need to
move withowt supervision. Call-
bells within easy reach, remote con-
trol 1or T.V.. bedside table close to
bed or chair. bed kept in low posi-
tion. siderails down can all help to
prevent his trying to move without
someune ncar. It goes without say-
ing that the patient and his family
must be included in this analysis
and planning. = - : ’
Equipment may prove a hazard

to the unsalely mobile patient.
Wheelchairs shouid be used for
transportation not for seating.
Wheels may be removed from beds
and bedside tables to prevent their
scooting away when the patient
leans on them for support. i
Bathrooms may be equipped with
rails and raised toilet seats to

- tacililate ‘safe transfers. Attention to
lishting so that the patient is not

mowving suddenly from a brightly lit

.10 a darkened area is important as

. are night highis to guide trips to the
hathroom. Attention to footwear is
essential. . Track shoes with rubber
siles may be helptul for some.
Huowever, patients who shuffle need
shoes that support properly but that
allow the foot 10 slide easily along
he floor.

Thus. caring for the unsafely

nobile patient rests on a proper

- nedical diagnosis and 8 )
15 well as on detailed attention to
he patient’s environment.

move. His pain medication was~
reviewed and his analgesic was tim-
ed for-one half-hour prior to his
planned moves of the day. Second-
ly. the physiotherapist was con-
sulted to help staff move him with
the least discomfort. Thirdly, it was
realized’ that having the orderly help
him move was very upsetting to .
him and provoked much of the
swearing. He said later that it was

available to cope with the
behaviour. Restraints would
therefore be a last choice, not least
because restraining an aggressive
patient usually increases his

" aggression.

Allernatives to the use of
restraints for the patient behaving
aggressively would consider in-
terpersonal; environmental and
medical measures. Nurses may need
to spend time with the patient to
identify what is causing such .
behaviour. Does he feel [rustrated
and see no way to express his
frustration? Is he bored? Has he
always solved problems by behav-
ing aggressively? Many patients
react aggressively when they fee
they have'lost control. Often, simp-
1y introducing choices such as when
to do grooming activities, or where
to eal the next meal, gives the pa-
tient a small sense of having choice
In this restricted world and helps to
reduce his agitation, Occasionally,
distraction at the beginning of a
series of behaviours leading up to
aggression may avert the aggressive
behaviour, .

It is important to identify the
people nearby in the event of ag-
gressive behaviour, For example, is
a fight in the Day Room predictable

humiliating to him to have
man see him tended by women.
The physiotherapist was able to
help the female nurses plan his -
move so that none was at risk of
injury. The aggressive behaviour,
both physical and verbal. ceased,
Aggressive behaviour is un-

doubtedly upsetting for the patient,
his family, other patients and staff.
Such behaviour cannot be ignored
because of the potential for serious

. injury. Our experience has been -

that if we ‘are able to identify pat-
terns of behaviour then we are
more easily able to treat the cause.’
We need to look at the patient’s
condition, physically, mentally. and
socially, at the time the behaviour -
took place. Does this patient have a

* history of aggressive behaviour?

What events led up to the

“behaviour? What are the conse-

quences or results of the behaviour?
How coes the patient describe the
problem? - '

_ Involve the patient in the solu-
tion. Staff are ethically bound to

choose the least restrictive approach

of the pati who have
been placed close together? Often a
chain reaction occurs when one pa-
tient responds with fear or anger to
gestures or words from another. A

' change in circumstances, such as

relocation of people, furniture or’
time schedules, may take care of

the problem.
We are sometimes reluctant to
inforce the negati q

of aggressive behaviour by having - -
the person responsible pay for
damaged property, apologize to

-~ people who have been incon-

venienced or clean up any mess.
Sometimes to make clear the rela-
ticnship between behaviour and
consequences can be helpful. Again,
the physician must review both
diagnosis and drugs to ensure that
the behaviour is not induced by
treatment. o7
v K RV

’lnlerference. ‘wilh Life Support

Case 5: The next story shows how.
the nurse assessed the reason for a
patient’s behavivur before trying to




conteed it A 73 year old man with
chint tubes in place because of 2
collapnad lobe in his night lung and
prvumonia perixdically became
very apitated und tried to np oft his
dressing and pull out his chest
tubes. As well, he frequently yelled
ond struck out at the nurses when
they trial to heep his hands sway
hom the tubing. The nurws iden-
tired that his periods of agtation
were intermattent and that he seem-
ed 1o be lucid between these bouts.
Convensation with him during the
lucid moments revealed that he was
experiencing hallucinations; he saw
two hittde people who were coming
to pull cat his tubes. His terror led
him to strike out at these two little
pevple to drive them away.

The physician identified that the
disturbing mental images may have
resulted from oxygen deprivation
due to the lung problems. Once the
nurses understood that the
hallucinations were at the root of
the aggressive behaviour they feam-
«d to dalk him through” the
periods o disturbance. The use of
eentraints would undoubtediy have
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increased his agitation. The patient's
reliet at having his behaviour ex-
plained 10 him was enormous,
“Thank Cod you told me: | thought
1 was poing crazy!”

Case 6: An 87 year old woman
who was severely demented fell and
broke her hip. She was in traction
tor a penod of six weeks, during
which time the nurses had a great
deal of ditticuity 10 stop her trom
pulling out her Foley catheter. The
catheter way deemed necessary as
her incontinence proved difficult to
manage and her surgical dressing
was in danger of being soaked at
every voiding. The nurses ideniitied
that when they gave her soft
sponges to squeeze in her hands
some of her agitated hand
d to diminisk~and

she was less likely to pull at her
catheter. The sponkes were easily
laundered in a net bag and
prevented the need to restrain her
wrists.

Patients who interfere with their
life supports tax the creativity of
the health care team. The key may

*change occurred

TABLE ]
.l' ' N d‘\‘ 'y t 1 B, - M in !M
Department of Geriatric Medicine
St. Boniface General Hospital
Jarmary-june ‘81 JanuaryJune ‘63 January-June ‘83 January-June ‘85
1570 87 T e “
© TABLE I .
Falls - Depastment of Geriatric Medicine
January-June Nan-Serious Serious

1980 214 L]
1981 166 3
1982° 280 8
1983 4 6
1954 241 7

See text for definitions of *‘non-serious”* and “‘serious”’
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somelimes rest in a clear iWentifica-
tien ot the reason lor treatment.
Sometimes a less intrusive treatment
may be substituted. As well. it mu ¢
be remembered that the panent '«
consent tor the possible impositiun
ol restraint must be cunsidered,
Sometimes controd of pain or anxie-
ty is the issue. Again, close
monituring of drugs and other
treatments by the physician are
essential.

Conclusion

Most health care workers agree
that they would like to reduce the
use of physical restraints in caring
for their elderly patients. There is
unanimous agreement that the prac-
tice should be stopped belore we
become old! It will only cease as al!
of us struggle with the issues in-
volved and deliberately seek other
ways to care. Let us hope that son
North American institutions will
join the rest of the world in regard-
ing Lhe use of restraints as an out-
dated procedure and we will all un-
tie the clderlyt &
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’ by Lori Costa

: Re81dents nghts and the Use of
Restramts Under OBRA

How the new OBRA re51dents nghts provxswn will unpact the use of
B physxcal and chemlcal restramts in LTC facilities. ; B

ing psychotropic dmgs and their use

In a&&mon tothe oonu'wersy concern-
as chemical restraints, OBRA '87 and

' ;subsequenl draft regulauons -and

 guidelines have ‘raised the issue of
whether anything that restricts a patient’s
movement can be considered a restraint
for purposes of compliance with the act’s
residents’ rights provisions.  *
A restraint is defined as that which con-’
fines, restricts liberty or’prohibits ac-

clude such common devices used in long-

wheelchair, safety bar, helmel and pos-

* | turat supports.. ™

Restraints Under BRA. The Omnibus
Budget Recorciliation ‘Act of 1987
residents’. rights’ provision regarding

tions. This definition would appear-toin- *
term care facilities as a bedrail, geri chair, -

restraints states that the resident has “the *

generzﬂy deﬁned interms o(a care ob)ec-
tive, which is deﬁned as “pmper body
alignmeént,” “fall prevention,” etc., .
.Ina stconsmcase based on such a state
stztute. in which'a resident sustained in-
Juries becatise of a fall from a wheelchair,

adecision for the plaintiff was overturned .

onappealbeauseofﬂnfaﬂmetoprwtde
expert testimony concerning the standard
of care for the prevention of falls and
proper positioning. The court held that
restraint used for some purpose other than
behzvnor modification was not physical
restraint based on the statute.” (Kupaswi v.

" Arbor View Health Care Center). .
Most Common injury. Staff shortages; -

fear of injury to residents and the poten-
tial for litigation could lead health care
personnel to utilize restrictive measures

-be devcloped fc;r emergency areumstan-
. ces and places a restriction on the utiliza-

tion of nursing judgment, Whether that
cin be implemented remains to be seen.
lfanursmgﬁcﬂltyand/ufﬂtnmsesm

be held fiablé for the use of restraints, .

safety or positioning devices, the com-
prehensiveness of the nursing assessment
of the resident's potential for mjury to him-
self or others will be a critical element in

the case. The assessment should include,
the identification of and the reasons for be-

havioral or medical deficits; whether the

 cause of the behavioral or medical condi-

tions can be treated; ahcmatenuzsmgm-
terventions other than restraints for coping

with the conditions; and the amount ofrisk -|

to the resident and others in the facility. ..
In addmon. nursing interventions must

inappropriately and comp the
The most

be eval

mine their Dox

injury in'this area s falls, which

hngzuon based ‘on

1t farther states that “restraints may
only be imposed to ensure the physical
safety of the resident or other residents,
and ‘only upon the written order of a

the cifcumstances under which the
restraints are to be used (except in emer-

specified by the Secretary) until suchan
order could masonahly be obtained.”
The OBRA provision is consistent with
the broad definition of restraint in that it
specifically speaks to the “restraints being
utllized to ensure the physical safety of the
resident or other residents.” This pro-
vsomsadepammﬁumsonzstateregu

| lations, which have differentiated between

physical restra:nts and nursing interven-

tion devices utilized for the resident’s

safety and/or positioning. These regula-
define physical b

physician that specifies the duratichand |,

gency circumstances which are to be.

Notas trequent except in the area o{
mental health, is litigation based on the
intentional tort of false imprisonment.
This basis of liability occurs when an

right to be free from physnca! or. mental mobihty of resid
abuse, oorpora! ide
) and any phys; Jor ¢ ] | often
restraints imposed for purposes of dis- | negligence cause of action.
cipline or convenience and not required to
treat the resident’s medical symptoms.™

individual's freedom is consciously

restricted without ‘the individual's
authornization or consent, or there being
any privilege. The confimement must be
intentional and without any legal }usuﬁa
tion. OBRA's concentration on resid

must show that patterns of the resident’s

signs, symptoms and behavior are iden-*
" tifed, and that individualized adaptations in

the care plan aré commumicated to and car-
ried out by the nursing staff. If restraints
are used, the documentation. should
specify the type employed; the reason for,

- manner and time of their application: and

other interventions that may have been

tried unsuccessfully and the reasons they

were not viable: The documentation
should also show the continued monitor-

rights could lead to more lawsuits filed in
the whole area of intentional torts.
Emergency Clrcumstances. Perhaps
the most troubling issue raised by this
OBRA provision is the definition of emer-

. gency circumstances, which is to be

made by the Health Care Financing Ad-
ministration (HCFA), and will appear in
either regulations or guidelines. General-

ly. an emergency is an unamicipated'

situation in which there is immediate

danger whether there actually is danger’

tions

atthe mo-

p as
being used to “control a resident’s be-

havior” Conversely, a postural support is

ment of the incident. It is troublesome
that OBRA calls for finite parameters to

ing and of the resident.
Nurses who work with geriatric resi-
dents must be continually aware that the
use of a restraint doesn't eliminate the
need for observation, it increases that
need. Nurses have a duty to protect the
health, safety and welifare of the resident,
but they must also be aware of the-

- resident’s right not to be confined except
cue

for valid reasons.

Lori Costa, RN MA.. J.0., 1s 3 forrner

long-term care nurse angd state surveyor. -

She 1s licensed to pracuce law in Califor-
nia and currently mantains a heaith care
consulting practice m that state.
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Standards of Medical Care Based on
Consensus Rather Than Evidence:
The Case of Routine Bedrail Use for

the Elderly

by Howard S. Rubenstein, M.D., Frances H. Miller, ].D., Sholem Postel, M.D.,

and Hilda B. Evans, R.N.

“An 88-year-old male parient uns
found on his hands and knees on the
floor beside his bed. The bedrails uere
up.” — From an inciden: report filed by
a nurse at the Scillman Infirmary, Uni-
versiry Health Services, Harvard Uni-
versiry, in May 1980.

Finding elderly patients lying on the
floor beside their beds despite the pres-

ence of elevated bedrails seems paradox-

ical: how can a parient fall out of bed
when the bedrails are up? Surprisingly,
ﬂ\upandaxmmmtuomofrhckad‘
ing incidents plaguing hospitals in the
United States today.’ It exemplifies 3
much larger problem created, we
believe, by the uncritical adoption of
measures designed to enhance patient
welfare, but which may in facx under-

experience with bedrails, reviews the h(
erature, and ¢

mode. In the sixth, 2 19-year-old
fimbed over the bedrails *just to see if |

onthe
for routine adoprion of bedraxls for the
hospitalized elderly. It concludes by
advocating that a randomized, . con-

could doit!” In the remaining ten inci-
dents, no reason for the fall was given in
the incident report. This was not

mlled smdy be ducted to d

b the nurse did not answer a

Y

orahazard o !he average el:krlv
patient.

Findings at the University Health
Services, Harvard University

At the Harvard Universiry Health Ser-
vices, which has a predominantly young
adult patient population, 34 of the 58
consecutive incidents (59 percent) that
took place over an almost two-year
period were slips and falls. Sixteen of
the 34 *slip or fall” incidents (47 percent)
involved patients falling while getting
out of bed (GOOB). Of the 16 GOOB

mine it. This article d our id 12 of them (75 percent)
involved patients aged 60 years or over
(Table 1).? Beds were in the low position
Dr. Rubenstein is Physician and Chief of and bedrails were elevated in 14 (88 per-
the Allergy Clinic at University Health cent) of the GOOB incidents. Bedrails
Services ar Harvard Universiry m Cam- are routinely used for all patients aged
bridge, Massachusetrs. Ms. Miller 1s Pro- 65 years and over and for most patients
havolLananomUwequd\nd berween ages 60 and 65. They are not
of Low, in Boston, M. h Dr. Pos- inely used for younger patients.
tel is Depury Director, Chizf of Professional As far as could be ascerrained, pur-
Services, and Chief of Medicine at Univer-  poseful activity rather than sedating
sity Health Sevices of Harvard Universitx medicine, time of day, or disorientation

Services; Judith S. Rubenstein, Ed.D., edu-
cational congulians; and the nurses of Still-
man Infirmary.

of the patient seemed to be associated
with the incident. The patient usually
fell while climbing over the bedrails in
an effort to reach the bathroom. Of the
16 GOOB incidents, purposeful activity
was described in six of them. In 5 of the
incidents, the nurse on her own initia-
tive recorded that the patient’s stared
purpose in climbing over the bedrails
was to reach the bathroom or com-

29

checklist-item on the incident report,
but because there was no such item
requesting informarion about patient’s
sated purpose for gerring out of bed on
the incident form provided by the Risk
Management Foundation of the Har-
vard Medical Institutions. Finding pur-
poseful activity in one-third of the cases,
therefore, was unexpected and espe-
cially meaningful because that informa-
tion was only provided voluntarily by
the nurses. We consider this a marked
deficiency in the form used, and we rec-
ommend that in the furure all incident
report forms include *Purpose of
GOOB" as a checklist item so thar there
is more complete information about the
reasons why patients climb over
bedrails.

Sedating medicine given to 2 patient
within 6 hours of a fall was not associ-
ated with any group of incidents (Table
2). Orher investigators have reported
that antecedent sedating medicine con-
tributed to 5 percent or less of falls by
the elderly.* We did nox antigipate this
finding, and lawyers may be particularly
surprised by it, since many mzlpﬂcm::
cases, irrespective of the patient’s age,
concern falls in sicuations where ante-
cedent sedating medicine was given and
bedrails were not used.* The cases
which come to a lawyer’s atrenrion may
simply not be representative of all
panents who fall while gerang out of
bed. Table 2 also shows that even in
cascs wherein antecedent sedating med-

December 19683
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icine was given and bedrails were used
in eccordance with customary practice,
bedrails did noc prevent all falls.
(Whether bedrails should in fact be used
routinely for patients who have received
lightly sedating medicine is an impor-
tmnt question beyond the scope of thu
article.)

'Although our patient population was
predominantly young, and thus

« established by expert witnesses testifying .
* about what 2 reasonabie and prudent

edical professional would do under

circumstances similar to those at issue in’

2 particular lawsuit. Using bedrails rou-
unely for (he ddzrly is :omﬂhmg whnch
and p1

- profemomls mlghl do to proeect th

patients — if they had no evidence to the
contrary. The law does not always dis-

——— |

1958, ewo physicians, Weil and Parrish,
wrote: *[NJurses . . . are able to prevent
eccidents. For mple to prevent falls
from bed . . . it is [the nunes’) responsi-
biliry to see that bedrails are securely
fascened. . . .~

Ludiam reported the finding of the -
Council on Insurance of the California
Hospita! Association for the year 1954
— 3 time, he complained, when bedrails

Key: The groups are comparison grou,

bathroorn)

GOOB : “Getting out dbed'shp lnd fall |
NGOOB: “Nox gemngcut of bed” slip and fall (e.g., 2 fall in the

NSF: Nen—sllp and fall (e.g", a medicanion error)

Lon. Mediome 7 Heglth Care

30

- bedrails were not in use, those ish berween a standard were nor routinely used for the elderly,'®
who slipped and fell while getting out of upon scientific evidence and a sxandard " Among the 120 member hospitals,
bed were predominantly old and were that is merely cultural, i.e.,a "standard * there were 7,822 GOOB incidenss in
routinely “constrained™ by bedrails. of consensus.” The dunncnon canbe which the position of the bedrails was
This indicates thar the problem primar-  crirical, however. Toalerithelegal ~ ©  known: in 4,893 Cases, or almost two-
ily affects the elderly and furthermore profession as well as the medical profes- thirds of them, the bedrails were up.
suggests that bedrails seem to be associ-  sion to the necessity for making that diss  Ludiam did not suggest that bedrails
oted with the falls, a finding in ogree- unmanuomo(:h:pnmp-lpurposa might be contributing to the falls.  *
ment with the repors of ochers.*How  of thisarticle. - Instead, he took a defensive position. ’
doss it happen that bedrails are rou- In 1957, Ludlam, an sriorney, wrote and advised: “It is much easier to defend
tinely used in the United States in the that bedrails demonstrate that “the hos-  or sertle a case when the rails are up
care of the hospitalized elderly despite a  pital has made an effort to protect” the Lhan-}wn:heyartdown._'“Huhm
tack of scientific evidence that they pro-  patient, and that the “judge and jury implicitly advocated the practice of
tect. and in spite of sbundant suggestive  are. . . impressed by this effort.™" In ddmuv: rather than preventive medi-
Md:m:haﬂl’wymybehmrdau’ 1975, another lawyer wrote that *the  * &ie. Defensive medical care does not
accident which befalls (an elderly] per- neczsun]y serve the patient because it is
‘The Law in the United Stales son will most likely be charged toinade-  intended primarily ‘o build s record to
The routiné use of bedrails in the quate care or lack of safeguards. ... The prmthehnkhunptmdﬂtpmn
United States may stem more from a classic malpracrice cases against hospi- a charge of malpracrice.
general fear of liability than fromindivid-  cals [include}. . . falls frombedbecause . The conflict berween an observation
ualized determinations of their useful- of lack of siderails. . . . The hurse seems  on the one hand and the practice of
ness for particular patients. Lawyers, no o bear the brunt of [such) accident defensive medicine on the other was
less chan physicians anfi:then cornr“d . claims.™ cS;:ﬂ’u physicians, either sensi: " well expressed in 1965:
cerned with patient safery, seem to fi tive to such commentary or indepen- i .
it difficult to believe that something dently sharing similar beliefs, appearto R;: Y’;:;ad;h‘k;.n prevenring
mieant to protect may have no safety have uncritically assumed this defensive s s Oebara e.'a;l::il: many c;”
value at 2l and may even be hazardous.  legal posture. They have arrributed .y p:;xfnu. Hda are f[rlxg -
Medical malpracrice involves the fail:  great vaiue 1o an untested measure, and .? 'Nh:“ m‘h ngerous iness.
ure to heet professional standards of thereby placed 2 hezvy burden on the u:do;xum;lnnng b!:;:::;:n‘
care.* Today, medical are of nurses. For example, in em phusm the confining asecs of
lization. Siderails also
Table | . intrease the height from which the
Nature of Incident vs. Age patient falls when he goes over the
- rails. Nonetheless, when such cases -
Age GOOB  NGOOB NSF come 10 li!gﬁom swards v;n sectle-
= * ments are less expensive it
<60 4 12 17 33(56.9%) seanbe that the sideraik
260 12 - 6 ) 25(3.1%) were up.'*
16 (27.6%) 18 (31 0%) 74 (41 -4%)  58(100%) Most investigators, however, did not
X’ =9 24 with 2 degrees of freedom p < 0.01 (nammallv significant) :emt::mmdﬁabufnmhmm@d '
they usually expressed the view that

bedrails were necessary but not suffi-
cient to protect patients. Thus, they
sugesud suppkmmung bedrails with -
yet i “protective”

restraints, ' better designed raiis, ' con-
stant nursing supervision, either by spe-
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“

cial duty nurses** or by large open
wards, " high (standard) beds with half-
length rails,'” and low (adjustable) beds
with half-length rails. ** Some believed
that the problem lay not with the stan-
dard high beds or the bedrails, bur with
the personality of elderly patients who
were described in some instances as
“hostile,”" and in others as *disobedi-
ent.”* Only Watkins and Robson,
describing their experience in England,
concluded unequivocally that bedrail

unforeseeably *hostike or disobediene.”
Alternatively, the patient would be con-
sidered to have assumed the risk or been
contributorily negli Therefore, the
hospital would prohably not be consid-
ered negligent.

The Response of the Nursing
Profession

The nursing profession, usually held
directly accountable for the safety of

~were as hazardous as the standard high
beds, and advised abandoning both in
favor of low, adjustable beds without
rails.?!

Malpractice Claims

The National Ascociation of Insurance
Commissioners has reported:* that falls
represented 10 percent of all claims paid
for medical malpractice during the three
years berween July 1, 1975, and June 30,
1978. Of those falls, 87 percent occurred
in hospitals, and about half of these
occurred in the patient’s room. The two

The routine use of bedrails may
stem more from general fear of
liabilicy thao from individual-
ized determinations of their
usefulness for particular
patients.

reasons given mast frequently for claims
paid for falls were *improper protection
of the patient” and “no side rails.” Sig-
nificantly, there was no category at all
for claims paid because bedrails were
used inappropriately or without indica-
tion. These were never even identified
as legitimate situations wherein settle-
ment might be appropriate.

The following example may illustrate
a certain absurdity here: if an elderly
patient for whom bedrails were not
medically indicated climbed over the
bedrails in an effort 1o reach the bath-
room, tumbled, sustined an injury, or
even died, a malpracrice claim based on
those facrs alone would probably be
unsuccessful. As things stand now in
the United Srates, the hospital would
have a strong defense based on industry
custom. By using bedrails, the hospital
would have demonstrated an effort to
protect the patient; by climbing over the
bedrails, the patient would have been

in hospital beds, has reacted.
Rather than run the risk of malpractice
accusations, nurses, perhaps prodded
by hospital employers who are vicari-
ously liable for their negligence, have
generally advocated the routine use of
bedrails for elderly patients. This deci-
sion can be seen in modern nursing
manuals. For example, the Harvard
University Health Services' general
guidelines for nursing states in the sec-
tion on safety factors: *The bedrails
should be raised . . . when the patient is
confused, disonented, or restless; at
night for most patients over 60 years of
age and all patients 65 years and over."?
The General Hospizal Man-
ual of Nursing Procedures in its *“General
Safety Facrors™ section states: “Bedsides
should be raised . . . when the patient is
confused, disoriented, or restless . . .
fand] at night for most patients over 70
years of age."*

With the medical and risk manage-
ment professions largely unaware of or
denying the potential hazards of bed-
rails, with the legal profession anticipat-

ing mal e suirs, with i ]
companies routinely settling clawms in
which bedrails were nor up, and with
the nursing profession and its employers
fearing negligence liabiliry, bedrails are
now used for this country’s hospitalized
elderly in an indiscriminate fashion,
The routine use of bedrails has become
the standard of good nursing practice
even though it has never been subjected
to critical evaluarion.

To an elderly patient who may be

ightened or confused, how ingful
are a nurse’s instructions to call for assis-
tance before leaving the bed? Further-
more, there are circumstances when

As far as could be ascertained,
purposeful activity, rather than
sedating medicine, time of day,
or disorientation of the patient,
seemed to be associated with
falling out of bed.

even the most clear-headed may not
want to request help. For example, if a
patient feels that nurses have more
important tasks to do or if he calls for
help to go to the bathroom and receives
no immediate response, the patient may
prefer the risk of failing while climbing

~ over bedrails to the certain humiliadon
of not making the effort.

We are not advocating the indiscrimi-
nate abandonment of bedrails. There
are circumstances, not related to age,
when bedrails are clearly indicated.

Table 2
Nature of Incident vs. Sedating Medicine *
GOOB NGOOB NSF
Sedating medicine 7

No sedating medicine 9
16 18 19 53
(30.2%) (34.0%) (35.8%) (100%)

(5 observations not recorded in the incident reports)
X? = 1.33 with 2 degrees of freedom (not statistically significant)

10 7 0u
{45.3%)

8 M
_ (54.7%)

included h 5

*Given within 6 hours of the inadem. A sedating medicine was defined a3 one wiose pri-
Mwwvnkdnmmmmvbthwdamwummnudetﬂm.ﬁu
iges h i

and
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“These include the delirious patient
thrashing about in bed, the patient -
being transported on a gurnew, the -
beavily sedated patient (pre- or post-
operativelv), the unconscious or intoxi-
cated patient, and the patienr who sim-
ply wants the bedrails in mdcr to feel -
more secure.

- Norare we dxsmnssmg thc aging pro-
cess as a contributing factor in falls.

Diminished abilixv to adjust to unfnmil;;

. tal, one cannot dismiss the lower frace

ture rates in English hospitals. Nor can
one dismise our own findings and those
of Ludiam-**
dents were associated without bedrails
than with them. :
The difference in attitude toward
bedrails herween England and the +

. United States undoubredly refleces a
. difference in atritude toward the elderly.
ln the United States, the elderly tend to .

fameils

2ed and overprotected. In .,

Toalert the legal and medlcal
professions to the necessity for™
making thie distinction
between a scientific standard
anda “standard of consensus”

is a principal goal of this_
article.

iar surroundings and m‘cmsed likeii-

decreased visual and auditorv acuity, *
increased sensirivity to medication.
dimirushed physical performance, espe-
cially iocomotion (particularly when
chronic cardiac, cerebrovascular, malig-
nane, or musiulo-skeletal diseases add

to the impairment) all coneribute to falls
because they contribute 1o the infirmiry”

of elderly patients-However, infirmity

alone is not necessarilv an indication for
bedrails. Although infirmity diminishes
agilitv in ambulation, it does not dimin- |

ish the desire or the ability to ambulate. |

Moreover, bedrails are not secure
restraints and therefore cannot keep
mobile elderly patients, howtver infirm.
. confined to bed against their will.” "
Instead. bedrails may become.a stum-
- bling block and increase the nsl.
L of fnlhng -

‘Bedrails in England

In Engiand, bedrails t*cotsides™ are nint
routinely used for the elderiv. And vet
England's hospual fall fracture rate of
0.7-1.7 percent:® it lower than the 1.5-

3.8 percent rate of the United States., ,

Canada, and other countnies where
bedrails are routinely used.-~ One inves-
tigator found that GOOB incidents are

pracucally nonexistent when the elderiv..

remain in their homes. where hedrails
presumably are not used.*” Althoueh it

mav be argued that the elderly aré usu- .

- allv well at home and sick in the honpi-

L. Mediuine € Hewlth U

England the elderly are encouraged to.
be independent. For example, in 1980,
Morris and lsaacs reported on falls in an

" English geriarric hospital in which

bedrails were routinelv not.used and
independent activity was encouraged.
They found that the risk of falling was

. an‘appropriste objec-

aim should be the promotion of activiey

-within acceptable limits of safery."

le was not always so in England. As
revently as 1951, rreatmerc of the
elderiv resembled the current approach

, in the United States. Thus, Amulree,.

Exton-Smith. and Crockert com-

. pl:éped: h

Whatever the reasons for [the
patient’s] entry to hospital . . . he s
put to bed and kept there, far the -
convenience of doctors and ro
maintain, for the sake of the nufs-
ing staff, the orderly appearance. o(
the ward. . . For the aged patient
:..such immobilization is ofen dis-
astrous . . . . Some hospitals have
been prompted to withhold
attemprs at rehabilitation of
patients who have a tendency to fall
for fear of adverse criticism in the
coronet's court. A tendency 1o fall-

" . ing is almost universal i aped

patients, but can hardi justifv cuch
a muhibetie atnrude. . . . Jtis alwavs
easier to heep panem.« in bed than
o pet them up. . . . Some believe,
mostly our of sentiment, that peco-
ple should ke put 10 hed merely:
« hevause thev are old. . .. [Dlirentiv |
they are admitted 1 hnsmnl, ~onw
panents who were ambulant at
home ke their abihiey to it about.
2 Uneein hospatal’ such panents
are often waned on hand and oo™
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that fewer slip-and-fall inci-

.

““low'and concluded: *The prevention of
~alifallsis not . .
" tive of patient management in depart- |
** ments of genatric medicine. Instead. the

" Whatever rhe reason for the changc in’
* the English artitude toward treating g the

elderly since 1951, the change has

apparently reduced the hazards associs - ",
 ated with hospitalization.

Solvingthe Problem

When medical professionals in the
United States and England have oppos-~
ing beliefs on the value of routife :
bedrail use for the elderly, it becomes

" clear that a randomized. controlled

study should be conducted to shed sci-

. enrifig light on the marter. The purpose

of the “experiment” would be to evaiu-

. ate whether a standard safery procedure
. acrually protects the elderly or in fact -

creates additional hazards. Elderly
panents for whom bédrails are not med-
ically indicated tfor exampl: sedated
post-operative patients would be
excluded from this study) would be rane
domx:cd on hospitalization into three
groups: one in which bedrails are used:

-one in which thev are notzand a third  ©
inwhich halfléngth rails are used. The -~ -
beds in each group should be the adjust- ~ -

oble kind and usually kept at chair-séar
height (low) 0 that patients may enter.

would be no need to subject patients to-
high, standard hospital beds with their

" increased height from which parients

might fall, since our studv showed that
falling incidents take, - place even when
low beds are used. .
There mav be legal difficulries .
imolved with performing such'a study

- in the United States, todav, however.

Hospirals will naturally be concerned
about their porential liabiliry when

bedrails are not foutinely used for these
eiderly research subjects, but this article

has shoun that reasonable minds

_within the medical communiry already .

differ abour the procective value of the

'+ alleged safetv precaution. Thus, even

though the current community stan-
dard of hospital care probably pre-
scribes routine bedrail use for the
elderly. thar standard mav harm the
average patient more than it helps him.
We hope that'this article will succeed in
its purpose of canvincing evervone con-
cerned that “standards” of care based on

comsensus rather than scientitic ovi-

« dence are meaningless, and that

resenrch must Be' done 1 establish what
140 fact the best wav to prvect elderly

. and emerge from them with ease. There,

s
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hospital patients from falls.

Orher legal, scientific, and ethical
concerns might at first also appear 1o
compilicate doing such a study. We
believe that the ensuing discussion pre-

study falls within one of the exceptions
provided in the federal research regula-
tions. **

The federal regulations applicable ro
human subjects rcscarch d:fm: r:search

sents ble ways to ac
these concerns, however.

Ideally, the i investigation should be
“blind” to patients and their families to
avoid bias in the results, but that rases
obvious problems with respect to
informed consent.** When the variable
under examination is bedrails, informed
and consenting patients can hardly be
kept in the dark about the group to
which chey have been assigned for pur-
poses of the study. The parient’s knowl-
edge that he is parricipaning in a study
designed o determine whether routine
use of bedrails for che elderly is hazard-
ous will alert him to the possibilirty of
falling whether he is assigned ro0 a group
with or without bedrails. One could
argue that this heightened awareness
will be the same regardless of the group
to which the patient is assigned — par-
ticularly when it is emphasized that falls
occur in all groups — and therefore any
bias would cancel iself out. The possi-
bility exists, however, that all patients

to develop or contribure to gencnhnble
knowledge.”** The study we propose
seems clearly intended to do just that,
and thus informed consent would pre-
sumptively be required from participat-
ing patients if the study were federally
funded. However, the hospital's IRB can
waive the informed consent require-
ment if the research involves no more
than minimal risk to subjects and can-
not practicably be carried out in the
absence of such a waiver. ** Minimal risk
is defined as being no greater in proba-
bility and magnitude thzn that *ordi-
narily encouncered in daily life or dur-
ing the pcrfcrmznce of routine physical
. tests." Y

were not federally funded, each institu-
tion could obvicusly reach its own deci-
sion on the informed consent issue,
within the limits of applicable local
starutes.

The difficult question of whether
informed consent should be required
demonstrates the legal and ethical com-
plexities involved with following Schim-
mel’s sage advice:

In the straregy of modern medical
management, it becomes increas-
ingly difficulr to justify equivocal
procedures with the comment "It
can'thun!™. .. The classical charge
to the physician has been primuam
serve their patients by weighing
each measure according to its goal
and risks, but choosing only those
that have been justified and by
remaining prepared o alter the pro-
cedures when imminent or actual

This article advocates that a
randomized controlled study
be conducted to determine
whether bedrails constitute
protection or a hazard to the

harm th to obliterate their
goal.’
In his limited kind of situation where
no medical evidence shows the superior-

ity of one procedure over another, how-
ever, and where there are indications

would exhibit extra caution in every average elderly patient. dm the standard practice may in fact be
group if they knew they were being dous, the reasons for securing
studied, so that no falls ac all would : patients’ consent to participate in the
occur. In that case, nothing would be We belicve the proposed study would  investigation are less than compdhng
proven other than thar when patients involve no more than minimal patient  This is not a case where the patient’s
know their behavior is being observed,  risk within the meaning of the regula- nxhr w individualized treatment is to
they tend to be more careful. While that  tions. In facx, the available evidence be sacrificed in the name of scentific
lr. u:elf would be a valuable plccz of indicates that conn"::ing r: :xnas quo
ion, it would be Y may present more totl ospital- K ) -

difficult i not impossible — to trans- ized elderly than conducting such an Legal, ethical, and scientific
late into a standard safery p | for ion. In any event, since nei- concerns about informed con-
patient care. ther using nor dispensing with bedrails ~ sent may complicate perform-

On che other hand, if patients are not  for the elderly as a routine marter canbe  ing this study.
told that they are research subjects and considered enrirely safe on the basis of

therefore do not give informed consent,
thuse who were in the group withour
bedrails and who fell might charge their
health care providers with malpractice
on the ground that they had not been
informed that they would not be treated
according to community medical szan-

current information, there is no way o
tell where the greater risk lies until such
a study is performed. The regulations
permit the IRB to approve 2 modified
consent procedure when research risks
are minimal, as well as to waive consent
altogether. If the IRB were unwilling to

dards. M , if the invesng:
federally funded or if the instirurion in
which it takes place applies federal pol-
icy for prorection of human research
subjecns to all studies performed on the
premises, patient consent would be
ired unless the Inst i Review

Bt:ard (IRB) can be persuaded that the

pprove the study wichout any patient
consent, perhaps it would be sufficient
to use a modified procedure wherein the
panent would be requested to parndi-
pate 1n 2 study evaluating routine nurs-
ing practices, without being given the
details. The pauent could of course
refuse 10 become involved. If che study

33

progress. The determination of whether
there are clear-cut medical indications
for providing the patient with bedrails
will already have been made, and
patients who clearly require bedrails for
nated from the study. The purpose of
the study would not be to determine
whether a new, untested procedure has
beneficial results, but to permir an
informed judgment to be mads about
the risks involved with an untested
pracnice, which nonetheless has already
been established. In our opinion, the

December 1983
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study should not be considered experi-
mental in the traditional sense, since no
_new procedure is being tested. We
would argue that the patient’s informed
consent to participation may in these
arcummncsbelqmnv and ethically

&mnem to thisdiscussion of the| eth- |
ical issués of withholding informed con-
cent in this kind of study is the recent
article by Clements and Sider, entitled
Medical Ethics’ Asault Upon Medical
Values. These ethicists argue that requir-
mgmfonncd consent when the “facts of ~
the situation” have not yet been estab-
lished constitutes an ethical assault’
upon the practice of good medicine.
They wryly observe: "Since the content
of [an ethical system).is only culturally
or sodially based it reduces to sub;:tnve

those

). Schexzed, P., Severin-Nieksen. T., Falli by -
2ed Elderly Panents; Cnaaes, Prevennion,

GeuaTrics 32141 101 losm;.-.unrmm.» ’

chver referred to 2s Falls by

Hospaualized
Panenss); Parrish, H M., %il, T.O., PmAal« .
Eﬂmmw

dents Ocnrrong o Haspizals: Soudyof

614 Actidents, New YOk STATE JouRmaL OF

'Mmot 50(6%8)8—46(\1":#-!5‘ 1958) [here-
Seudy}; Weil,

pdrh&mdlﬂk?mhﬂnmu,\lw
York's Mount Sinai . Hoserrans JID:
43, 44 (Seprember 1, lm)lhﬂﬁnlﬁﬂvdmud
to a3 How Dud it Happen].
4 Greenlaw, ). thannSdmnh Whnlx
Negligence? Law, Moo & Hiattv Cans
lﬂ)); 125-28 (June 1982), cieng Burks w. Christ

Hosp., 249 N.E.2d 829 (Ohio 1969 Howsrd v.

Research Hosp. & Medical Cer., %63 5.%.2d 131
{Mo. App. 1978). Smith v. West Calcasieu-Cam-
eron Hosp.. 251 S0.2d 810(La. App. 1971); Wei-
pert v. Genersl Rose Mem. Hosp. Asa'n, 487 P24
615 (Coio. App. 19711, -

5. Ser genevally Watkina, ).S., Robson, P., The ,
Hazords of Rehabiluation, ANNALS Of T™HE I\mw.
COUEGE Of SKRGEONS OF ENGLAND 66} 386-

' virtuous in a given culture, as Bertrand
Russell observed, hm done very bad
things.™”

. We would like to beheve that chis
paper will help to facilitate performance
of the randomized, controlled experi-
tnent that needs to be done, and thar
Lawyers would encourage such research.
' Both the medical and legal professions
should distinguish berween valid medi-
cal standards based upon scientific evi- ©
dence and alleged medical *standards”
based upon assumptions about what is
in the best interests of parient care. The
legal profession, no less than the medi-
cal profession, must be willing to discard
‘a standard which is based upon an
assumprion, in favor of a standard based
upon scientific evidence. The nation’s
elderly have the right to depend upon
that for their own heaith and safety and"
for the enhanced quality of their

. remaining years. So do we all.

i
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RELEASING
RESTRAINTS

[n recent years, there has been con-
siderable discussion on the physiologi-
cal and psychological consequences of
using reswraints. and the moral implica-
tions of restraining patients. ' Despie
these discussions, restraints conuinue to
be used. Nurses report that although
they dislike “tying up’ patients and feel
guilty when they use restraints, they feel
they have no 2iternarives. Nurses
believe that the pressures of an exces-
sive workload and the difficulty in
maintaining patient surveillance, place
the confused patient at risk of injury
from falling or wandering from the unit.
Patient safery however, is not ensured.
Injury® or even death from strangula-
tion, occur in restrained patient popula-
tions.

it is paradoxical that the act of

The debate continues
abour the use of restrasns
as nurses wrestle with the

dilemma of appropriate
we of restraining devices.

By Edna McHutchion, PhD, RN
and Janice M. Morse, PhD, RN

35

e m m a

restraining patients jeopardizes
patients’ future mobility rather than
increases patient safety. Kinsella? iden-
tified the irony of this pracuice by noting
that nurses reason that if a patent is
weak hesshe may fall and brezk a hip.
incapacitating the patient so hesshe
can’t walk. Therefore. the patient is ned
up. preventing immobility caused by a
possible fracture.

Other reasons for restraining patients
include the maintenance of treatment
(such as wrist reswaunts 1o prevent the
patient from removing tubes and lines).
and the restriction of movement o pro-
tect other patients and staff from vio-
lence,? or to prevent patients from wan-
dering.®-® Restraints are also used to
maintain body alignment (e.g.. to keep
hemiplegics upnght in a chatr) or used

journai of Cerontological Nursng Vol 15, Ng. 2
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because family members of the patient .
request that they be appiied. Some
" authors have suggested that restraints
are aiso applied to control patients who

are resisting treatment or interfering barpim/ adminirzranirS'
with hospital routine by requiring

extraordinary-portions of nursing ﬁar that tbel{' rf’/atm
time.'® . will fall and insist that

It is clear, thesefore, that while . .
restraints may be needed in exaeme lbe"ﬁ‘m‘[)' .mmb”
be-restrained.

Mixed messages from

Some relatives share the

circurnstances, it is peculiar that the use
is s0 widespread. Several studies have -
shown that in North America 7% to
10% of the hospital population are
restrained for approximately 50% of the
time."-%3 Moreover. cenain patient
populations. such as elderly, confused.
and pediatric patients and formerly,
obstetrical patients, are more likely to - . .
be restrained. In one study," 20.3% of :
the patieats over .70 years were re-
strained. Schilder'® observes that once
restraints have been applied. the use is
perpetuaied without question and indi-
vidual nurses are often powerless 10 ini-
tiaie the process of removal.
‘The purpose of this article is to expli-
cate nursing dilemmas that occur when
caring for the confused. elderly patient,
and to suggest strategies for patient
for the f of i

Further, examples will aiso be pre-

" sented from experience obuined while
implementing a research project that
involves' removing the restraints from
two difficult patients.'?

Nursing Dilemmas

The issue of restraining elderly
patients is exceedingly complex and
multifaceted. For purposes of this dis-
cussion, dilemmas will be classified as
external (those arising from the hospital
administrative, legal. and societal sys-
tems), and intemal {those arising from
the nurse’s personal value system and
from the constraints of the immediate
work environment). .

External |
Administrators are ambivalent about
the use of restraints. Uncertainty at the
administrative level is evident to aurses coe
who receive mixed messages. Nurses
receive instructions to use restraints
“only when absolutely necessary. -
However, nurses feel that if an incident .
occurred involving ap udrestrained . . o

.
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sociery are also common.

patient that the nurse providing care tor
that patient would be solely responsi-
ble.

in some institutions. nurses artempt-
ing to comply with administrative
directives and maintain “safé" practice,
use substitutes as restraints (o maintain
patient control. Although not meeting
the technical definition of a restraint.
pajama pants or bed sheets are used as
substitute Posey belts to restrain
patients in wheelchairs. Some admin-
istrators do not consider locked yen-
chairs or side-rails to be restraints:
therefore. nurses are not required
follow procedures for caring tor the
restrained patient. such as exercising
and periodically refeasing the patient.

The legal system clearly places the

“responsibility for patient safety on the

institution, the nurse and sometimes.

.the physician. Lawsuits for damages

resulting from patient falls are relatively
common and perceived by admin-
istrators to be a considerable liabiliry
risk.'® Public hearings impair the repu-
tation of the hospital and may be
extremely costly. [ncidents involving
injury from the use of reswaints occur
less frequently than incidents occurring
trom the lack of restraints. Admia-
istrators therefore perceive themseives
to be less vulnerable to suit through
patient injury or death from the use of”
restraints. .

Mixed messages from,society are
also common. Some relatives ‘share the
hospital administrator’s fear that their
relative will fall. and insist that their
family member be restrained. in other

“instances. family members are abhorred

to find that people actuaily are tiéd.
Others are unaware of what is happen-
ing. viewing the restraint as a device to
“help mother sit up straight in the
chair™ during visiting hours. Input to
staff is even more perplexing when
there is conflict within the family unit
about the use of restraints. The-

‘oretically. the use of restraints is a pro-

fessional judgment, but the nurse feels
pressured by family wishes and is aware
of tegal ramifications if an incident

. occurs and family wishes were not {ol-

lowed.

Unfortunately, societal artitude
toward the weatment of the elderly is
one of disinierest. [t is ironic to note
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that some activisi groups responsible
for care of animals would not permit the
use of restraints tn zoos. The enforce-
ment of human rights has been slow
with the aged.

However, it must be noted that the
authors found it relartively simple to
judge and prescribe easy alternatives.
Decisions regarding the use of
restraints are difficult and outside
observers with short-fived respon-
sibilities for consequences may easily
oversimplify a vervy complex problem.

Internal

Nurses empathize with the restrained
patient. recogmaing that they them-
seives woutd not wish to be in a similar
position. At the same time. they feet the
constraints of the work setting and the
demands of other patients. Hospital
wards have largely been constructed as
smal! single rooms that will accommo-
date up to four patients. This design
requires the nurse o leave the room
frequently and makes patient sur-
veillance from the nursing station
impossibie. Therefore, the nurse is
unlikely to observe the patient making
an unauthorized exit from the bed:; thus
the care of wandering patients is
stressful and difficult.

Furthermore. the nurse is often
behind curtains atiending to the needs
of other patients and cannot be con-
stanfly on hand to check the confused
patient. Restraints have a distinct
advantage of enabling the nurse to
maintain control by keeping the patient
in ong place. Again, the nurse is acutely
aware that she will be responsible if the
patient falls or wanders into another
patient’s room or out of the instiution.
The futility of ensuring that these occur-
rences will not occur without the use of
restraints. encourages the use of
restraints.

Some nurses believe they gain
enough time to get their tasks com-
pleted if certain problem patients are
restrained. Understandably, the chaotic
ward is anathema to nursing staff. If
difficult patients are restrained. excel-
lent custodial care may be provided on
scheduie. [f patients are kept "safely’ in
place. nurses can stitl compiete all tasks
in a shift. rather than experience pro-
longed delays which occur when

Nurses empatbize with
the restrained patient,
recognizing that they
themselves would not
wish to be in a similur
position. At the same
time, they feel the
constraints of the work
serting and the demands
of other patients.
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attending to wandering. contused. and
demanding patients. Conilicung exter-
nal and intemal messages add further
complexity to the difficult work nurses
do in providing safe and humane care
for elderly parients.

Nursing Actions
Patient Assessment and Interven-
tions

Given the considerations for and
against restraints that have been
described. the authors believe (hat
nurses should not restrain paueants
unless it is ebsolutely necessary fn
most situations 2 medical order is
required. Psychological and physiolog-
ical etfects of restraints are knowan. Ini-
tially. the patient may be angry and
hostile. but eventually becomes passive
and regressed. Mental status is likely 10
deteriorate. and the patient may become
incontinent. Schilder*® documented
that 22 (52%) of patients were ulert on
admission but when restrained. 8
(36%) remained oriented whereas |4
(64%) became confused. Furthermore.
limitations of movement and impatred
circulation of the restrained patient lead
to deteriorated muscle function, joint
stiffness and decubuti ulcers.

Thus. considering the iniiial reasons
for restraining the patient. it is imper-
ative that the need for restraints be con-
stanily re-evaluated. Restraints should
be removed ar the ecarliest possibie
opportunity. before iatrogenic effects
cause deterioration in the patient’s con-
dition. All patients with restraints
shouid be re-evajuated at least once a
shift o determine if the resuraints are
still required. For exampie, if the
restraints were applied in an emergency
situation because the patient was com-
bauve. it is possible that the circum-
stances which predisposed the com-
bative behavior have been quickly
comrected. Any continuing aggression
may be caused by the restraints per se
and could dissipate with the removal of
the Poscy belt. The evaluation should
incfude assessment of the patient’s gait,
ability to weight-bear, 2nd the patient’s
ability 1o realistically assess his or her
own limiations.

Environmental Assessment and
lnterventions

For the ambulatory patient, orienta-
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tion to place may be improved with the
use of environmental cues. such as
large signs by the_patient’s door and
bed. Another consideration is to evalu-

“ate the noise levels of the unit. The

continual sound of a radio or a televi-
sion may add to the confusion of the
patient with partial hearing loss. and
inhibits conversation between patients.

Other environmentai modifications
will ease the process of nursing sur-
veillance. Although bed alarms are not
completely reliabie and are sometimes

" difficult to hear. they provide assistance

for some nurses with the task of
monitoring patients at risk of falling.
Aliernative methods of surveitlance are
particularly important at aight when
there are fewer staff available and the
ward is quiet. Door alarms triggered by
inconspicuous tags placed on wander-
ing patients are essential in places with

" severe winter climates. where wander-

ing out of doors would be quickly fatat
to debilitated, frail elderly patients.
{t is essential that the patient’s bed is

low enough to permit the patient to -

climb out safely. Full length side-rails

, are exceedingly dangerous as ine con-

fused patiemt may be forced to climb
over the top of the rails or to fall from
the end of the bed. These rails should be
repiaced with three-quarter length side-
rails which provide the patient with a
safe path out of bed because the end-of-
the-bed rail provides a convenient. sup-
portive hand hold. :
Testing Removal of Restraint

A clear message of support from
adminisiration is essentiat if nurses are
to take responsibilixy for removing

- restraints. It is suggested that the deci-

sion to remove panem restraints should
be made at a meeting involving staff
memibers from’ all shifts. including
might nurses. If there is uncenainty
apout the patient’s response. and if the
nurses are concerned that they may not
be able to manage the patient. a nurse to
provide constant care should be avail-
able for 24 hours and the sitiation
shoulid then be re-evaluated.

in 1986. the authors conducted 2
study on the behavioral etffects of
removing restrainis.'> A psycho-
yeriatric unit with 22 restrained pauents
was selected as the research site. An
interesting phenomenon of this project

Journal of Gerontological Nursing Vol. 15. No. 2

It s essential that the
patient’s bed is low
enough to permit the
patient to climb out
safely. Full length side
rails are exceedingly
dangerous as the confused

_ patient may be forced to

climb ocer the top of the
rails or 10 fall from the
end of the bed.
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was the staff response to the impending
study. Afier reviewing the proposal. the
staff met without the researchers and
re-evaluated the reasons for restraining
patients and discussed the effects of
restraints on paucm behavior. They sub-

d the ints from
all but three patients without incident.
Thus, at the commencement of the
study. the researchers had 10 choose
participants from the most dlfﬁcull
patients.

Observation data were collected by
the use of continuously monitored
video cameras situated in two sites for
cach patient: autached to the ceiling at
the end of the patients’ beds. (but situ-
ated so that if the curtains were pulled
for personal care. the view of the cam-
era would be obstructed) and in the day
tounge. Any activities out of camera
range (such as bathroom activities)
were considered as ““missing data.”
The project was conducied with ethical
approval of the appropriate review com-
minees. public guardians. relatives,
naurses. and all auxiliary staff. ongoing
consent was obiained from the patients.
To further enhance patient safety after
the removal of the restraints. bed alarms
were placed in the beds. Ambularms
were used when the patients were in
chairs. Further, the cameras were con-
tinuously monitored. with intercom
communication between the research
assistant and the stall at the nursing
station.

The first patient was an Sa-yenr—old
woman with a diagnosis of metastatic
breast cancer. This patient had a
colostomy and'a past history of a frac-
tured right hip. She aiso was occasion-
ally confused. She had been resurained
for 17 months. primarily ‘because the
nurses considered that her behavior was
unpredictable. The patient described
recurring. vivid dreams. She toid
researchers. for example.’ that men’
came in through the third floor window.
The nurses charted that she was delu-
sional. -

On assessment the patient appeared
oriented to time and place. She also
reported-that she was angry about being
restrained. Because she was a fasudious
person. she was distressed that the
restraint prevented her from sitting
close to her mealtime tray, and was
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embarrassed that food frequently
spilled on her dress. On observation she
appeared to move infrequently. but siept
flat on her back or sat staring into space
for long periods of time. She shared a
four-bed ward. and sometimes
anempted conversation with the other
women. but frequently their chairs were
100 far apart to converse casily above
the toud radio.

The researchers were surprised to
note that nothing happened for a period
of two weeks of continuous observation
following the removal of restraints.
There was no discernibie change in her
behavior: at no time did she anempt to
move or stand unassisied. Her body
position in bed when sleeping was aiso
the same. Al the end of the constant
observational period, the researchers
concluded that this patient had been
restrained for so long that she was **psy-
chologically restrained™ and did not
need to be tied for her safery.  °

The second patient, a 60-year-old
~woman considered to be mentally

ded had a medical diagnosis of epi-
fepsy. neurofibromatosis, and probable
organic brain syndrome. She had expe-
rienced multiple falls and had a past
history of a fractured hip. She had been
continuously restrained for 2% years,
and displayed considerable distress at
being tied. She was frequently demand-
ing. shouting unrelentingly for a bed-
pan, aithough medical ination for
frequency of micturition revealed no
pathological reason for the urgency.
She displayed mo of
her head and limbs. and her behavior
was so frequently out of control that the
nurses were afraid she would be a great
safety nsk if unresaned.

Again, observations were recorded
continuously for one week with
restraints in use. and for two weeks
following removal of the restraints.
Despite the nurses’ concerns, this
patient was surprisingly aware of her
limitations and did not take unneces-
sary risks. Only once, in the middle of
the night. was the intercom used by the
rescarcher to call nurses for safety pur-
poses: the patient had moved to the end of
her bed and appeared o be climbing out.

Analysis of nursing time and the
number of nursing contacts showed that
despite the increased number of nurse-

The nurses no Ionger can
work from one end of the
ward 10 the other,
changing and turning
patients in sequence.
Ratber, patients needs
bave 10 be met when the
patient requests, and not
primarily at the

nurses’ convenience.
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patient interactions. nursing care ume
actually decreased. This indicated that
nursing stvles should change when the
patient is unrestrained. The nurses no
longer can work from one end of the
ward 10 the other. changing and twming
pauents in sequence. Rather, patients’
needs have (0 be met when the patient
requests, and not primarily at the
aurses’ convenience.

Use of Alarm Systems

The Ambularm$ and the Bed-
Check® alarms proved to be relatively
unreliable when used on these patients.
Ambuiarm is a banery-operated alarm
system attached to the at-nisk patient by
means of a gzrter placed above the
patient’s knee. When the patient stands
or kneels. the Ambularm approaches a
near-vertical position. a position-sen-
sitive switch triggers an audio atarm.
The Ambularm. when used in ihe cur-
rent study with confused patients. was
not satisfactory. It was manually
removed by the patient and thrown
across the floor. activated by hand. and
used as a call bell to get the nurses’
anention. Nurses also reported that it
was difficult to hear from another room
above the normal hospital sounds.

The Bed-Check alarm is an alarm
system used to automatically monitor
whether a patient is in bed. and alents
the staff if the patient begins to get up.
The Bed-Check system consists of a
control unit and a pressure sensitive
strip which is placed beneath the bed-
sheet. under the patient’s buttocks.
However. for the purpose of the study.
the Bed-Check with its four-second
delay was considered to be too slow o0
alert the nurse in time 10 prevent the
patient from falling. particularly when
the patient was agile.,

When the time lapse was reduced.
false alarms were 2 common occur-
rence. Furthermore. it is important that
these alarms activate the emergency call
bell system rather than the normaf call
bell systemn. Nurses have to be able 1o
differentiate between emergency and
normal situations. such as the parient
climbing out of bed, and the patient’s
request tor a drink of water. Therefore,
if the Bed-Check alarm is used, addi-
tional call be!l jacks may have to be
installed in order (o activate the appro-
priate call bel! sysiem.

fournal of Cerontological Nursing Vol. 15, No.
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Conclusion

Although bed alarms may result in
the prevention of some falls. these sys-
1ems were not reliable because of
human capabilities to circumvent the
system. This project showed that diffi-
cult pauems could be ‘managed’ with-
out restraints. However, several factors
must be considered.

First, the success of this project was
probably due to relieving staff of at least
some of the responsibility for sur-
veillance. As one nurse remarked when
it was proposed to remove’ patient
restraints. “Fine. but not on my shift!”
From judging the patients’ behavior
while restrained. it was predicted that

"an increased workload possibly would

result. In response. the researchers pro- -
vided an extra staff member at the busi-
est times of the day. thus alleviating the

to cope,
Qver the short period of time lhar the

_tesearchers were on the unit. enthusi- .

asm for the project increased remarka-
bly. Suaff's_positive rtsponse led the,
authors.to believe. that given admin-
istrative suppon and obvious attention
1o the restraint dilemmas expenem::d
by the staff nurse. many more patients
formerly considered. problematic or at
risk _of injury could be freed from
debilitating and’ embarrassmg re-
straints.

Current literature and unmples from
recent rescarch experience were used to
describe the dilemma nurses face as
they work with nebulnus restraint
orders. External ‘and internai forces
exert §tress on nurses as they anempt ©
provide safe patient care in busy long-
term care’ units.

Nurses removed restraints from 190f
22 restrained patients prior to the
implementation of .the researchers’
study. This response to the proposed
project suggests that increased
awareness can result in 2 ‘¢hange in
restraint practice. .

However, the dcbau: about the use of
restraints continues as aurses wrestle
with the dilemma of appropriate use of

. restraining devices. Althgugh recogniz-

ing the complexiry of the situation. the
authors contend that nursing actions
and eavironmental conditions must

_change if pauenls considered 0 be

jourmal of C.emmlopul Nursing Vul 15, No. 2

- staff's concem that lhcy may not be able |

a

pmblemauc or at risk for m)urv are 10
be freed from restraints.
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Psychoactive Drug Misuse in Long-Term Care:
_Some Contributing Factors

David S. Sherman

Surveys hsve identified inappropriate psychosctive
drug prescribing parterns as a maior pvoblom in the

ur. of nursing home resi [

d hmovy of i iliness often receive
drugs i d to trest psychistric prob One of’
the greatest areas of misuse of these drugs is m the
tr @i in eiderty d d resi

For exampls, atthough this purposs is likely the most
resson ipsychotic drugs are used in the
nursing home setting, no well designed study has yet
demonstrated that these agents are effective for this
pe . Elderly individuals are particularly sensitive
0 the adverse effects of psychosctive drugs. Due to
mo gradual or insidious onset of some adverss
drug ity may often be
undwotumtod The most serious example of a
clinically underrecognized sdverse effect of psy-
chosactive drugs is tardive dyskinesia. Misinterprets-
tion of certsin nursing home residents’ behaviors
may fead to medication with tranquilizing drugs
whon othor spproaches may be safer and more
1 ive use of psych fve drugs is not
only physically harmful, but also encoursges en apa-
thetic sttitude toward implementation of more
ways of d g with beh

nursing home residents.

o 1988 by W.8. Ssunders Company.

XCESSIVE PSYCHOACTIVE DRUG use

in nursing homes (NHs) occurs due to a

combination of complex social, psychological.

economic, and medical reasons. An exploration

of the origins of this problem is useful in the

process of devising approaches to improve these
utilization patterns.

While drug therapy may be a cost-effective
approach for many physical and some psychiat-
ric illnesses, behavioral disturbances in NHs are
often not amenabie to drug treatment. Medica-
tion, often the first line of attack, rarely solves
the problem, and sometimes masks it.! Psychoac-
tive drug intervention in demented behaviorally
disturbed NH residents has not been shown to do
anything more than sedate the patient.’ In many
cases. sedation will comprise what little mental
function that may be left, thus exacerbating an
already chailenging management problem.

Various surveys have reported that 46% to
75% of NH residents have behavioral, social,
emotional. and mental disorders. yet the recip-

Journal of Pharmacy Pracuce, Vol |, No 3 (Decamber), 1988:

41

iorally disturbed

ients of psychoactive drugs often do not have
psychiatric diagnoses.’ The 1976 Office of Long-
Term Care Survey of Physicians’ Drug Prescrib-
ing Patterns in Skilled Nursing Facilities
revealed that although only 10% of their sample
had a cliearly documented mental illness, nearly
50% of all residents were prescribed antipsy-
chotic or sedative/hypnotic drugs.*

More recent surveys reveal these numbers
have not changed significantly since the 1976
report. A review of 5,902 residents in Tennessee
NHs found that 43% of these residents received
antipsychotic drugs. The authors concluded that
their findings provided “epidemiologic evidence
suggesting misuse of antipsychotic drugs in nurs-
ing homes.™ Further evidence of psychoactive
drug misusc in NHs has been presented by
experts m pharmacology during congressional
hearings.*’

REASONS WHY PSYCHOACTIVE DRUG MISUSE
OCCURS IN LONG-TERM CARE

Desire 10 Help NH Residents

It is natural for NH staff to feel moved to
relieve a resident’s apparent suffering. Unfortu-
nately, drug therapy that seems therapeutically
appropriate for this purpase often yields an over-
medicated elderly person.

Physicians are likely aware of the minimal
benefit of psychoactive drug therapy for most
behaviorally disturbed residents. Although these
drugs are sometimes used to treat individuals
with a history of documented psychiatric illness,
more frequently they are employed as a pragmat-
ic, symptom-based approach for the treatment of
agitation in elderly demented residents.

From Health Care Visions. Inc and Diviston om Aging,
Harvard Medical School, Wesrwood, M A.

Address reprint requests to David S. Sherman. BS Pharm,
Health Care Visions, Inc. 57 Dover Rd. Wesrwood, MA
020%0.

€ 1988 by W 8. Saunders Company.
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No woll-deslgned srudy has yet

demonstrared antipsychotic -

e drug efficacy for. bohawor e

‘-

Ve problems of. demented sldorly -

NH resldents.

- - Bel:ef in P:ychoacuve Drug Eﬁtacy

No well-designed study has yet demonstraxedr

'enupsychouc drug. efficacy for .behavior prob-
lems of demented eiderly NH resxdems How-

. ever, healthcare prol'emonals often prescribe,
"/ dispensé; and administer these drugs, truly

, believing it is in the best interest of the resident.

They are trained_that intervention ‘with drug

therapy is the most logical approach for a resi-

dent with a problem behavior pattern.
Many behavioral disturbances are situationa!,’

t0 be given credit for solving a behavior. problem.
when with time, it might just have likely resolved.
on its own. ‘Staff are aware that a drug mterven-.
tion is being employed and their expectation is

" that sedation is an effective and suceessful thera-

oy
A

peuuc approach.

Undcremmanon of Drug Toxu-u y

.~ recent study décu

.-'and therefore. episodic in nature. A drug is likely .

Some psychoactive drug side effects are grad-"’

val or insidious in onset. If a drug-induced.prob-

identified sedauve/hypnoucs, particularly long-

.." lem.is common in the population receiving the -
drug. association between the drug and the prob-- -
- lem will beobscured For example, a recent study

“er-acting benzodiazepines as the key cause of °

¢ognitive impairment in a sample of 300 elderly’
patients with suspected dementia.’ This type of
problem is difficult w0’ detect because patients
frequently are unable to teport side effects, and
those who care for them may not know how t0.
differentiate adverse cffects from underlying
dementia or other changes resulung from
advancing age.

‘Psychoactive drugs have also been strongly
associated with the’ risk of falling.' This is a
serious finding sirice falls are the leading cause of
fata! and nonfatal injury in persons age 75 years

and older." One recent study found elderly recip-

ients of psychoactive medications to be two to
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three times more hkely to expenence a fractured
hip."?

The most serious example of a chmcally .
underrecognized adverse effect “of ‘psychoactive
drugs is tardive dyskinesia. Contrary to populaf
behefs, tardive dyskinesia is not a,rare phenome-
“non. The only antipsychotic drug adverse eﬂ'ect
more common_in the: elderly is oversedation.” A
d that despite its pems- '

- tent nature, a dlagnosls of tardive dyskinesia is

‘often “missed, especially when its symptoms

involve the extremma ‘rather lhan the * class:c

‘orobuccal areas.™

~ The risks’ associated’ with psychoactive drug-

sedauon of most demented patients far oulwcxgh .
- any perceived. therapeuuc beneﬁx :

Behavioral Dlsmrbance Problem or.S) ymplom’

. * Anelderly NH resident. may become agnaled
for a variety of reasons.’ Demented mdnvnduals
frequently becorne agitated due to a mispercep-
tion. of environmental stimuli or due to unex-- ~

“'nected actions -of caregivers. ‘An undiagnosed
mednul condition such as tumor, thyroid disease.’ :
acute myocardial infarction, or hypoxia couid

" cause .confusion and agitation."” Reversible

" .dementias can occur as the result of infections,

“sleep. deprivation, and a host of other condi-
- .tions."” For a more complete review of this sub-
ject, the reader is referred to an excellem sum-

- mary by Mahier, Cummings, and Bensen.'

The increased sensitivity of the elderly to a -

" - varietyof drugs is well established. Elderly indi-

viduals are particularly susceptible to cognitive
impairment as an adverse reaction to drug thera-

. py*¥! This frequently resuits in confused or
. agitated behavior, and can occur even when drug
therapy is prescribed and maintained at thera- ~
peutic levels."™" ‘Confusion or agitation in the
elderly is often compounded’ ‘with the addition.of
psychoacuve drugs, whnch nomally have signifi- - -

Confuslon or agmmon inthe
eldarly ig often compoundad
with the eddition of
,.psychoactiva drugs,
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cant potential for causing behavioral distur-
bances themselves.®

Patient Demand

Some NH residents place great demands on
the physician and NH staff not to discontinue
current medication and even to add new drugs.
As with many members of our drug-oriented
society, these individuals are in the habit of
taking drugs. Whether the habit reflects physical
or psychological dependence, the prospect to the
elderly person of having the drugs withdrawn
may be a frightening one. In the process of
rapidly eroding support systems that aging often
represents, medication may iously be
considered a symbol of love by the often atten-
tion-starved NH resident. From this perspective,
it is casy to understand why the resident might
cling so tenaciously to each morsel of medica-
tion.

Environmental Control

Sometimes residents are sedated purposely
because they creaté a disturbance that interferes
with the controlled environment the staff and/or
administrator may want to create. This type of .
treatment action usually does not involve any
malice on the part of the stafl, rather it is based
on their mistaken belief that a tranquilized resi-
dent will be casier to care for. In fact, this
misperception has been actively promoted by
drug manufacturers in their advertising. Adver-
tisements for antipsychotic drugs have offered
the staff a “less complaining,” “less demanding,”
“less dependent.” more “cooperative patient™
who is “easier 1o manage.”™ The message to the
NH administrator is economic in nature and
even less ambiguous: (1) “Relief of symptoms
means a more amenable patient,” and (2) “The
less troublesome patient requires less nursing
care.”™ These “scientific” reasons for using a
specific medication play very nicely into the
strong desire of many NH staffs and administra-
tors for just this kind of assistance.

The irony in this failacy is that on a practical
level, a sedated resident requires more care.
These residents are less able to perform activities
of daily living, are harder to feed, harder to get
out of bed, more likely to be incontinent, and
more likely to injure themselves. All of these
aspects of care require more nursing time and
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result in increased incontinence-related material
costs.

Another management concern in the NH is
the runaway resident, especially one who is con-
fused or mentally disturbed. Possible accidents
or injury and attendant personal liability and bad
press are constant sources of apprehension and
stress for the NH administrator.?* Often psy-
choactive drugs are used to manage this problem
instead of door alarms and other surveillance
methods.

Consultant pharmacists are often approached
by stafl/administration requesting information
on “what drug can we get the doctor to order to
shut ‘that one’ up?” As the author of one study
stated, “Indeed, it can be argued that in the
absence of psychoses, the use of neuroleptics for
ciderly patients-residents serves institutional
rather than individual needs."2

Family Concerns

Family members may request that “annoying™
roommates be tranquilized because they are dis-
turbing Mom or Dad. Conversely, family mem-
bers may request that Mom or Dad by tranquil-
ized because they appear uncomfortable and
they “can’t bear to see them that way.”

Most people, particularly older people, have a
deep aversion to NHs. A family member may
often feel that they have abandoned their loved
ones by opting for NH care.”® This guilt can
sometimes result in requests for “comfort mea-
sures™ (ie. tranquilizers) that might not be in the
resident’s best interest.

Nursing Siaff Stress

The NH can be a stressful workplace, and
some stafl members are better able to tolerate
this than others. The more stress an individual
feels, the less disturbance they are able to toler-
ate in their environment. Caring for demented
clderly residents can be very challenging. To
many nursing stafl members. it may be easier to
get drugs prescribed that will keep residerts
quiet than actually deal with the behaviorally
disturbed individual on a personal level.

Contrary to negative media portrayals, most
NH stafl members work hard to provide the best
care possible. Given the opportunity, they are
interested in learning new approaches that might
help them provide a higher quality of care. Stafl



trained to become attuned to the specific
rhythms of each demented individual are more
likely to consider options other than drug thera-
py. By identifying the cause of the resident’s

disturbed  behavior, a nondrug soluuon often

becomes readily apparem

Lo

Inadequate Training _'

Several studies have reponed that. current -

resources of NHs appear to be inadequate to

respond to the emotional and behavioral needs of

their residents.” There is a lack of. systematic
approach 10 the care of persons with behavioral,

social. and emotional problems, as well as the -

-mentally ‘ill.

One of the biggest obstacles of decrmsmg.

inappropriate psychoactive drug use in NHs IS
the:dependence of physicians. nurses. and nurs-
' ‘-’mg assistants on the drug approach as the only
oné ‘with which they are familiar. Since physi-
- cians dre not trained in the skills of situational-
" behavioral problem solving,. they may lack an
organized approach ‘with which 1o respond effi-
ciently and -effectively to the ptoblem

- Although nurses and nyrsing assistants generally’
are able to acquire these skills experientially, "

. they often feel unable or disinclined to imple-
ment. them’ ‘consistently dué to lhe pressures
mherem in their normal work day.”
lnﬂucnct of Drug Manufacwrerx ‘ ; .
The busy physlcxan tends toirely hnvtly on

i drugcompany literature, advertising, and “detail

" men" (saies represéntatives) for his information.

" This is unfortunate since drug manufacturersare ':

in business to sell.drugs. not to-educate doctors.
Information from pharmaceutical and manufac-

.. turers (via advertisements, direct mail, exhibits

at. conferences, .and .visits by sales representa-
tives) is crisp, attractive and .accessible, but
understandably, it is oriented toward promoting
. a particular product. Consequemly the informa-
. tion drug companies publish and ‘distribute is
: oflcn calculated to cmphasnzc the hkely benefits

. drug menufacturers are in
business to sell drugs. not to
educate doctors.
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" of the drug and to mlmmlze !he potenual dan-

gers. : .
Over §3 bllhon per year is spcnt on promotion

by US pharmaceutical companies.' About 15% of .
this is spent on-journal.advertising. Since:nearly

- all physicians read ‘medical journals, dmg manu-

facturer advertisements and the images and

- information they: contain ar¢ almosx |mposs|ble

to avoid.

- Drug rnanufacturcr advemsmg attempts to
invoke: powcrful feelings in prmnbers compas-
sion, guilt, fear: anger, control,-and Success to

“name a few. All of these feclings play a-part in

influencing the ‘prescriber’s futire therapeutic

-decisions. The people who prepare these ads are
very clever, and their. intent ‘is not to intellec-

tually convince, but rather to plant a seed in the
unconscious, ready for future harvsung i
‘One study of a group of randomly selected
primary care physicians fousd drug manufac-
turer advertising encouraged inappropriate drug,
therapy. In this survey, drugs were chosen for
which commercial messages on product.efficacy

differed markedly from objective, scientific -

sources of information. When the physicians
were asked how‘cﬂ'eclivé these drugs were, their
answers corrcsponded most closely to the com-
mercial information.?

Sales activities of pharmaceuual representa-

" tives account for over half of the $3 billion per
* year spent by US pharmaceutical companies.

v e

Since the content of “detailers’ " sales messages’
cannot be monitored s can the content of most
other forms of advemsmg, this - marketing
approach represents an almost totaily unregu-

" lated activity.

The proof of the effectiveness of this approacb
is the financial investment of pharmaceutical

companies to continue. this activity. If product; - '

sales in -excess of detailing costs did not occur, ’
other marketing avenues would take precedence.-

EDU(‘ATIONAL EFFORTS T0 IMPROVE
PﬁESCRIBING BEHAWOR

All the factors mentioned earlier may contrib- .

- ute to inappropriate psychoactive drug usc pat--
“terns, but the main reason this problem continues

is due to the attitudes and beliefs of misinformed ..
prescribers and NH staff. Logically, the best way '
to deal with misinformed individuals is through
education. However, previous work has docu-
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mented the failure of traditional methods of
continuing medical education in influencing the
quality of patient care.® Studies have also shown
that provision of printed educational materials
alone is not successful in influencing physician
prescribing behavior.

New regulations from the Health Care
Administration specifically address this problem
of psychoactive drug misuse.” These regulations
encourage the use of nondrug approaches and
require that caregivers in NHs document the
effectiveness of currently prescribed antipsy-
chotic drugs. It is clear that a new approach to
this problem is needed.

In view of the impact that marketing and
promotional activities of drug manufacturers can
have on prescribing behavior, it made sense to
explore how an educator might use this approach
to influence physicians in a noncommercially
oriented fashion.” “Noncommercial dewailing™ is
a face-to-face educational method that draws
from and expands on marketing techniques that
have been used by drug manufacturers for years.
These techniques can be adapted to encourage
appropriate and cost-conscious prescribing in-
stecad of promoting the vested interests of a
particular pharmaceutical company. With this
approach, clinical pharmacists can effectively
expand their influence on physician prescribing
behavior in 2 prospective manner.

Noncommercial detailing has been used to
successfully influence prescribing behavior in
office-based physician practices.”™ In an ongo-
ing project the author (DS Sherman) has trained
clinical pharmacists in this approach in an effort
to reduce pharmacy costs in a four-hospital
Veterans Administration study. In a recently
completed Harvard Medical School study the
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author adapted this noncommercial detailing
approach to influence prescribing of psychoac-
tive drugs for NH residents. In addition to !:1
sessions with physicians, a series of presentations
describing specific nondrug behavioral tech-
niques as alternatives to psychoactive drug ther-
apy were provided for NH stafl. Preliminary
analysis reveals that unneccessary psychoactive
drug use has been reduced significantly in 12
target NHs.

SUMMARY

Excessive psychoactive drug use is unheaithy
for NH residents, an indirect expense and a
public relations problem for NH administrators,
and a source of frustration for consultant phar-
macists concerned with encouraging appropriate
drug use. Overmedicated NH residents experi-
ence a lower quality of life and are harder to care
for. Misuse of psychoactive drug therapy is not
only potentially dangerous for each individual
patient, but it fosters an apathetic attitude
towards implementation of more humanistic
ways of dealing with the behavior problems of
elderly NH residents.

This 'paper identifies factors contributing to
the problem of psychoactive drug misuse in
elderly NH residents. The identified factors are
not intended to be 2 summary statement. but
rather a stimulus for further discussion of this
challenging problem in the health care communi-
ty. Noncommercial detailing is an example of an
innovative and effective educational approach
for reducing inappropriate drug use. The consis-
tent success of this approach in influencing pby-
sician prescribing behavior has made it clear that
a wider application of these techniques would be
useful to the health care community at large.
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LIBERATION: ALTERNATIVE TO PHYSICAL RESTRAINTS

The use of physical restraints in United States nurs-
ing homes is deservedly evoking attention and con-
cern. The increasing numbers of women and men to
whom restraints have been applied, usually the most
{rail residents of our nursing homes, have ail along
been rejecting these devices in every possible way
they could express themselves. Depending upon
their differing personalities and functional states,
they have objected verbally, sometimes with heart-
breaking sadness, sometimes with hostility, and with
body language, either the dropped head and
hunched shoulder of withdrawal and depression or
outright physical resistance. Some in desperation
beseech every passer-by to release them.

Many caregivers, 100, at all levels of training, have
had misgivings about-our practice of tying people
down. In this decade the increasing concern of re-
searchers to determine in full dimension the effects
of physical restraint is indeed welcome. The paper by
Folmar and Wilson in this issue examines one aspect
of the impact of physical restraints — the effect of
restraints on social behavior.

The nationwide prevalence of restraint use has
increased in the last twelve years from about 25% to
41% of all people living in our nursing homes
(DHEW, 1979; HCFA, 1988). As Evans and Strumpf's
review of the literature reveals (1989), the reported
destructive effects of physical restraints include loss
of bone mass and muscle function, changes in me-
tabolism, increase in incontinence, depressed psy-
chological states, and injuries incurred in attempts to
remove the restraining devices. Recorded deaths
(Fried, 1987) caused by restraint use number at least
35 in the U.S. and Canada between 1980 and 1987.
Two more people are known to have burned to death
as the result of trying to free themselves by setting
fire 10 their restraints. However, these numbers are
underestimates because of under reporting, inaccu-
rate documentation, and lack of centralized report-
ing requirements. Stress on stalf involved in the use
of physical restraints is indicated by the doubts and
internal conflict reported in a study of patient and
nurse perceptions of the experience (Strumpf &
Evans, 1988).

To discover that in other countries, among them
Scotland, The Netherlands, Sweden, and Denmark,
care of chronically sick older people is virtually re-

Vol. 29, No. 5, 1989

straint free, is to experience a sense of liberation
from the spot in which we in this country have been
wedged, between the torture (not too strong a word)
of the restrained and the restrainers on one hand,
and, on the other, the belief that there were no
alternatives (Williams, in press). The key to restraint
free care, | learned from Ulla Turemark, Administra-
tor and Director of Nursing, Grobergets Nursing
Home in Gteborg, Sweden, is 1o practice “individu-
alized care,” centered on the person, and his orher
particular needs. Individualized care looks at and
aims to respond to the person’s life experiences and
customary daily routine, including the preferred
small daily activities, as well as the need for an envi-
ronment that speaks to the person as a social being.
It grows out of full respect for the sick older person
as an adult with fundamental rights, including the
right to freedom of body movement and the right to
choose to take risks as all adults commonly do.

As a resull, individualized care develops capacity
for fiexibility of schedule, for putting personal indi-
vidual needs in a place of priority, rather than main-
taining inviolate schedules and accomplishing cer-
tain tasks which are determined by staff. Flexibility
then -permits choice by the individual resident in
such important aspects of daily living as hours of
arising and retiring. To enhance both comfort and
appropriate care, the expertise of the occupational
therapist is extensively used. Rather than applying a
restraint dubbed “postural support” or “protective
safety device,” ease and desired body alignment are
achieved through thoughtful selection of chairs and
tiberal use of positioning pillows and pads.

Particular effort is put into understanding the
needs of the person with dementing illness, with
extra time in the first several weeks purposely spent
in learning 1o know the resident well and learning
sources of discomfort and comfort for her or him. As
a result, a visitor to Grobergets Nursing Home,
which has a patient population similar to our skilled
nursing facilities, hears far less crying out and sees
fewer signs of agitation among people living there
than one commonly sees in U.S. homes.’

All staff — nurse, administrator, physician, social
worker, occupational and physical therapists, cook
and housekeeper — are included in a continuous
education program in an effort to advance constant

Carter Catlett Williams, MSW

Gerontologist, Volume 29, No. 5, 1988
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learning and pramote the on-going process of dis-
- cuvering new ways of individualizing care. This kind
of care leads to increased satisfaction on the part of
caregiving staff and it generally demands a different

kind of training rather than an increase in numbers -

(Coldman, 1989).

In this country, too, we have practitioners of vision
who have practiced' restraint’ free care for many
years, nolably Kendal-Crosslands, a life care commu-
nily at Kennett Square, PA (Blakeslee, 1988). Now,
increasingly; other nursing homes across the country
are learning and demonstrating restraint free care.

Work by many researchers supports the urgent

need of developing individualized care practices in -

this country. From the research of Rodin and Langer
(1976) we have known for years of the importance of
.choice, responsibility and control to the well being
of people living in nursing homes. Feil (1982) has
pioneered techniques of responding to the feelings
and emotions of people with dementia, and we know
of the benefits of this approach, further conceptual-
ized and developed in nursing practice, in the work
of Rader, Doan and Schwab (1985). From Rosalie
Kane (Kolata, 1989) we have refiable knowledge of
+. be aspects of daily life over which residents most
.. desire control. Atchley (1989) puts forward the sali-
ent need of the older person to.experience continu:
ity. For the person living in a nursing home a sense of
continuity has to rest in large measure on the ability
1o control the small details of daily life.

It is not enough to speak only of removing re-
straints, both physical and chemical (for the latter
must not be allowed to proliferate even further to
become a substitute for, the former). We must con-
ceptualize, develop, and test our own ways of indi-

.rvervidualized care and work out new standards of care
based on the well-being of the whole person. The
legal noose now thought.to be.around the necks of

- the nurse, physician, and nursing home administra-
tor who do not restrain every resident who falls or
may fall, must be exposed for the myth it is (Hunt,
1986; Miichell-Pederson et al., 1985).- Fusthesmore,
caregivers -must absorb the  significance of the

- mounting evidence that as many falls occur in re-
strained people as the unrestrained (Coldman, 1989),
and that serious injury falls do not increase signifi-
cantly in the absence of restraints (Mitchell-
_Pederson, 1985). <

We ‘must learn how to restore 1o all people —
friends, relatives, clients, our future selves — those
elemental human rights for choice, a sense of con-

T8
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trol, for respect and. diganty that are as necessan 10
daily life in a nursing home as in any selting. We must
reach families and friends of nursing home -res:-
dents, current caregivers and those who educaie
health professionals in all disciplines at all levels witr
the concepts and practices of individualized care. It
is heartening that the nursing home reform legisls-
tion in the Omnibus Reconciliation Act of 1987 calls
for careful assessment of each resident’s function
and its language repeatedly implies attention to the

-resident as an: individual. It is imperative 100, that

these concepts permeate our federal and state sus-
vey systems, which until recently have been geared
not to resident outcomes but to paper compliance
with the regulations. The voice of the person who
lives in the nursing home must finally be heard and

attended.

*The discussion of individuskized care is bascd on consultations wa—
U. Turemark, Gribergets Sjukhem, Stortoppegatan, 41457, Céicborg. Swe~
den on May 25 and May 27, 1387, -
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UNTIE THE ELDERLY
PHILOSOPHY AND PURPOSE

Dignity, independence, and a sensc of control become more precious to the older
adult as emerging limitations and personal losses become a common way of life. Living in an
ageist society, older people are often devalued and subject to c{chumanizing treatment.
especially in the area of health care. The use of physical restraints in lpnz term care is the
epitome of such treatment. A physical restraint is any device used 1o iphibit a person’s free
physical movement. In American nursing homes, their use is common practice in the care of
elderly who wander, appear physically abusive, or are so frail that they are considered likely
to fall. Many staff in facilities believe that the use of physical restraints is the most effective
way to protect their residents from infury or from harming others. :

Kendal at Longwoor and Crosslands, two not-for-profit continuing care retirement
commu ities, are in direct o} ~osition to this belief. Their philosophy honors an older
person’s basic human rights to 5e treated with respect as an individual and to be protected
from neglect, discrimination or physical and psychological abuse. Stemming from this
philosophy, the communitics have had a policy of restraint free care since their inception,
Over the past fifteen years, the policy has proven that safe, quality care can be delivered
without using physical restraints. Studies show that the two communities have no more
injuries from falls than facilities that do vse restraints.

Researchers have documented that restraining older people does result in chronic
constipation, incontinence, pressure sores, loss of bone mass, muscle atrophy, decreased
ability to walk, and eventual invalidism. Combined with the loss of dignity, withdrawal, and
other emotional problems, it is a tremendous price to pay to prevent a possible injury. While
the use of physical restraints is believed to be for the resident's protection, the physical.
emotional, and spiritual well-being needed for rehabilitation is destroyed.

The Kendal Corporation takes an active role in shaping public policie's affecting the
aging, supporting legislation and regulation for consumer protection, and fighting against
ageism and the infringement of basic human rights. Guided by the mission to be a leader in
care for the aging and an activist regarding aging issues in our socicty, The Kendal
Corporation has championed restraint free care and developed a program for eliminating
physical restraints in long term care facilities. In an effort to preserve the autonomy and
dignity of the older adult and provide quality life and health care, UNTIE THE ELDERLY is
an initiative to:

- -increase awareness of the damaging effects of physical restraints:

- offer the support and expertise to facilities interested in implementing a no-
restraints policy;

- influence legislators and public policy, thus impact the quality of care in nursing
facilities on a national level.
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e . Quéﬁﬁ;d staff o’f{cx; é;periencc a_'nd"_expenise to:

. increase awareness regarding residents’ rights, legal implicitions and negative
.. . .. aspectsof physical restraints: " D S T
. ' - " provide specific; step by stép information on how to eliminate the use of physical. -
. restraints; . - . B
. . generate.and implement alternatives in long term care facilities; oo
‘+ introduce policy changes to Boards, physiciais, staff, residents and their families;
"> . develop policy/protocols for restraint-fre¢ care; o :
.« provide current research findings and case studies regarding restraint-free care; *-
.- facilitate creative problem solving for difficult cases; ’
. "support lobbying efforts to.change legislation. ~ :

- _Kendal identifies the elimination of physical restraints as the single most iportant
factor that can improve the quality of care delivered in nursing facilities across the nation, -
The dehumanizing effect restraints have on both the carc_givé; and the resident has a
profound impact onthe total caring process. Staff become complacent about using them,
believe that they are necessary to manage patients.and consequently lise them as'a meansof
control. A physical restraint is in direct conflict with the concept of autonomy, and its use
undermines the ability of the caregiver to perceive and interact with the éldcr‘pcrson asan
© individval -* . - . o .

4 e . N

. In the words of the late Emﬂy,wn;on.§ physician and residesit of Kendal at

Longwood, a restraint is "an insult to, an attack upon, the unique spirit of 2 human being; it .~ .

treats him as less than human, it manipulates him, it destroys his self-respect. Itis imposed™ "
- ‘upon-confused, inarticulate, difficult people who dre given no choice in the matter.” :

5

Dawn Papougenis. Project Coordinator
UNTIE THE ELDERLY

The Kendal Corporation

P.O. Box 100 :

Kennett Square, PA 19348

(215) 388-7001, ext. 268
. " 3/89

50



153

endal —

rOSS].andS BOX 100, KENNETT SQUARE. PA 18348 TELEPHONE (215) 388-7001

USE OF RESTRAINTS

Kendal at Longwood believes that any form of restraint is an
assault on the dignity and the physical and emotional well being of the older
person. We expect our care-givers to use more humane ways of meeting the
needs of our residents.

Restraints are not used in this fecility except in the case of
severe emergency. Should a resident become extremely aggressive, destructive
or otherwise violent, restraint may be necessary until appropriate treatment
can be initiated.

Locked restraints and geri-chairs shall not be used at any time.

Restraints shall not be applied in such a.manner as to cause injury
to the resident.

A. The Charge Nurse will make the immediate judgment as to the
emergency procedure necessary to protect the resident from injury
to him/herself or those around him/her. If physical restraints are
necessary, a staff member must remain with the resident while the
restraint is in use.

B. The physician must be contacted immediately. The continued use of
restraints and/other appropriate treatment will be ordered by the
physician.

C. . Orders for physical restraints shall be renewed by the physician
every 12 hours. There shall be a signed, dated, written
physician's order for physical restraint. This includes the use of
the posey, chest, waist, wrist, ankle, or other form of restraint.
The physician must visit and evaluate the restrained resident at
least once every 24 hours while restraints are used. The physician
must document, in detail, the reason for the restraint order each
time the resident is evaluated.

D. A member of the health services staff must remain with the resident
until the physician states restraint is no longer necessary, and
must carefully document the entire incident, hour by hour, in the
medical record.

E. It may be necessary to transfer a disturbed resident to another
facility for appropriate treetment. The attending physician will
make this decision and will make the arrangements with assistance
from the staff.

Kendar™ st Longwood and Crossiands are not tor profit communities for older people governed by & bosrd

ot of the ious Sociaty of Friencts (Quakers). Both Kendar™ at Longwood and Cross-
tangs ase by the C Can [ of the of
Homes for the Aging.
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“PHLOSOPHY

BYRUT'HANNENGUSHRN 8SN, MEd N

Nurses at the-Vancouver General Ho.\pztal are caring for
thezr elderly panents with wzrestrazned pnde

- s nurses, we use restraints with the
best of inientions to protect our.

patients. Unfortunaely, these devices,
have occasionally caused serious’
injury or even death to the people we-
are trying to prom And :all nurses
have heard patients’ heant-wrenching
accounts of how it feels to be re-
strained: *I felt like a dog and cried all
mght.hhunmewhmwbeuedupl
felt like | was nobody; ! was dirt. It
makes me_crytomlkaboutn.The
hospital is worse than a jal™ Two
, nurses at the Vancouver
General Hospnal (VGH) decided we
hadhadenough.uwasumtochangc
our philosophy and pracm: of the use’
of restraints.” -

Numerous articks in m.usmg and
medical literature of the past few years
describe the overuse and’ abuse of
physical restraints on elderly patients.
Nursing staff restrain 10.percent or
more of patients admitted to non-
psychiatric wards of general hospitals
in Canada.? Patients 70 years of age or
older are eight times more likely than

to be ined.}
Nurse admlmsmnors and nursing stafl
are admonished for using ints as

‘part of ward routine, without proper -
and, d ion, and

oftento cémpenﬁé!c for staff shortages.*

Particularly troubling are the possi-
ble physical probléms caused by
immobility—aspiration, ‘bone resorp~
Ruth Ann English &5 director of periatic
nursing, Vancouver General Hospital, Vencouver.

tion, skm breakdown. unnary reten-
- tion ‘and- fecal impaction—and the
emotional destructiveness of fear of
.abandonment and loss of self-esteem.’
, Nurses and physicians feel mught in
'thc dichotomy ‘of protu:ung the
patient and pm:rvmg patient ‘av-
tonorny: But it seems we are guided
more often by the principle of safety
ﬁrsnhanbyfmdomfusx..cspemﬂym
our care of elderly patients. -
. At Vancouver General Hospital, no
lonpr fecling comfortable with the
waywcwereunngfor our elderly

h

our p

_we'are sensing a wsdesplud move-
ment toward nor-restraint wnhm the
Canadian nursing Our

expcnencs ans strategies may help
others trying to impiement a non-
rsmunt phxlosophy

*.Whether in. a large hospital or a
smajl facility, implernenting the non—’

- paticnts, we decided o take up me'

ofmmtoomofnon—tmm:
Now, abomtwoywsmtodtpm)ea, NI

mmm phxlosophy can seem over-
" are an 1
su;, and the ‘change process required
is complex.: Using a threestage
approach—development of a core
group, trial project and facility-wide
implementation—plus reviewing the.
literature on planned change, makes
the project manageable.
“ The three’components of the task
" might be represented as widening cir-
cles of change. A small circle is formed
by a core group; the circle is widened
when the philosophy is tried on one or
two units; the final circle is facility-
wide, fully u'nplcm:nung the non-
restraint philosophy.

The coro gmp )

. The process is started on a small scale -
with the formation of a core group. At _
our hospnal it started with the nurse
manager of our geriatric assessment
and treatment center, mysclf, a head
nurse, an assistant head nurse and two

- instructors. The manager and onc
instructor were the people with ‘3
‘knowledge base of geriatric nursing. It
was their task to convince'the acutes

: mmanbcxsoﬁhegroupthmnbel-
ter way of caring for elderly patients
existed, without using restraints, .

Core gmup; must-include one or
two membets who have geriatric nurs-
mg knowiedge, experience, and com-
mitment. At least one member must
have enough’ administrative power

‘within the institution to enact or facili-
tate policy changc A head nurse is a
critical prospecuvc member, as a key
person 16 implement change at the -
unhl:ve!andlohﬂucnccothcrhead

-nurses within the institution. A nurs-
ing instructor is valuable in planning
the ‘education that must accompany .

‘the change. -

ltis pamcu!arly unponam that one

“or two members of: the core group

have the motivation, commitrnent and

1.drive to stick with the project over the

long term. Some members of our core
group have changed, but two have,
remained constant, movmg the project
forward lhrough the remaining phases.

versant with the literatiire on restraint

_| and non-restraint of patients. It is criti-

‘cal for the group to discuss fully the

| issues surrounding restraint and non-

The core group must become con- | *
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restraing, argue both sides of the policy
and feel convineed that a philosophy
of non-estraint is the goal to achicve.
The core group’s task is to teach other
nurses and administrators about the
alternative ways of caring for patients
without using restraints; hence, the
group’s .conviction and ability to
answer numerous concerns and ques-
tions is vital to the success of the
project.

One member of our core group
experimented on her nursing unit with
the concept of non-nsu-amL Havmg

d two pati ly, she
removed their restraints. Within the
group, she enthusiastically described
the progress of the patients as they
became more mobile and independent.

Trial project
Our opportunity to begin the second

develop a policy, procedure and con-
sent form.
The task group repeated lhe process

had to follow specific steps in docu-
mcmauon. safety checks, position
of

of the core group.
and arguing the case for non—nsumm
of the elderly patients on the units. The
two head nurses feared an increase in
the number of falls on the units and,
therefore, an increase in injuries. The
former happened; the latter did not.
Once the head nurses were assured of
administrative support from their
director of nursing and clinical sup-

use.

Once the policy, procedure and
consent were completed, members of
the task group, which included the
director of nursing for long term care,
met with nurses from the two units.
Having the director of nursing or a
senior nurse administrator present is
essential in order to indicate adminis-
trative support for the philosophy,

port from the clinical nurse specialist | policy and procedure.

and instructor, the task group moved A primary objective of the mecu'ng

on to the development of the policy | was o elicit and deal with the nurses’

and procedure. concemns and fears about the imple-
The policy stated that patients on of a int philos-

the long lcrm care units would be free | ophy. Nurses often fear legal reprisals

of ph | if | should an unrestrained patient fall and

absolutcly neccsary the least restraint
possible would be used. We identified

3

fracture a bone. The nurses should be
made aware that “while there s no

Aed ineid

stage came when a social worker | whatd might d as of litigation in Can-
assigned to one of our two long term | a last resort, the use of ints. If | ada b ints were nor used,
care units expressed concern about the | restraints  were  used, meaningful | there is record of litigation because
number of restraints used on these | explanations must be given to patient were.™®
patients. Collaborating with the core | and family. The policy indicated that It'is helpful to discuss patients cur-
group, the head nurses of the long | staff must be aware of the consequen- | rently restrained and to explore aiter-
term care units agreed to a trial project | ces to patients when restraints were native mneasures. The nurses at our
to implement a non-restraint philos- | used, and described possibie alterna- ided several
ophy. The project necessitated a pol- | tives to restraints. al!emauvs to restraint, once given
iy and procedure outline of our We also developed a consent form | “permission” and encouragement.
expectations for the use of ints, | to be pleted by social workers Likewise, two members of the task
mcorpomung the phllosophy of non- throu@oul the hospnz! bcfore re- | group met with the hospitaly social
restraint as much as p were admitted to the | workers to outline the trial project and
A task group was formed to longtmncamumvs.ﬁeconscmws the part we were asking them 1o play.
deveiop the policy and procedure. | to fulfil two objectives. First, the form | The social workus were provided with
Two members of the core group, the | let families and patients know tha,
two head nurses, the social worker, a | although the patient was restrained on

clinjcal nurse specialist (geriatrics) and

an instructor worked together to

the acute care unit, the transfer was to
a unit with a philosophy of non-
restraint; by signing the consent they
indicated they understood what the
transfer meant and were in agreemenc.
Secondly, we wished to alert the
nurses in acute care about the change
in practice taking place in another parnt
of the hospital. 1 hoped the form
would cause cognilive dissonance
within nurses in acute care: “if the
long term care nurses can care for this
patient without restraints, why cant
we?™

- - The procedure we developed out-
lined what the social workers would
do with the consent form and what the
nurses must do if restraints were used.
If restraints were indicated after athor-
ough. careful assexsment, the nurse

Murcir 1v89 - Mars 199
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reading material and the policy,
procedure and consent form. Having
the support of these people was essen-
tial, as they would be mlnpmmg our
policy to potential patients, families
and staff members on the acuie care
units.

’n\eunlonmelongtmnmnmw

progressed well, with the head nurses
providing the on-site leadership and
motivation. Within ten months of
xmplemumon of the new philos-
ophy, interesting changes in pursing
practice were going hand in hand with
Utnon-rmmmphdosophy Not only
were most patients unrestrained,

| wore street clothes and were encour-
aged to mobilize and to increase their
independence. But the best news was
yetto come. -

Unaware of the impact the changc
of practice was having on the units
from a broader perspective, we were
surprised 10 receive a memo from the
president of the hospital asking us
whaxwuhappmmgon!h:longm

The elderly are far
miore likely than
young patients (o
-be restrained
ingppropriately

ing and argumg the rationale for a
non-restraint  approach. The head
nurse volunteers tended 1o fall into one
of two categories: opposed 10 non-

' restraint; or skeptical but interested.’

In rewrospect, it was critical that a
head nurse from the long term care
unit was present who was a strong

of int, had sur-

straints. This docurnent outlined when
restraints might be used on patients
and dmihd the use of -cach type of

restraint. )
1 was joined in the task by a student
from the administrative stream of the

ter of Science (Nursing) (MSN) pro-
gram. A requirement of her program
was that she complete a project while
- working at our hospital. Chairing a
committee to develop a draft policy
and procedure entitled. “Restraint/
Non-Restraint of Patients™ was to be
her project.

. The committee included another

care- units.” While

siatistics, he noted a. 49-penxm
dmmthnmhngzhofmy

nber.of the core group and one of
the head nurses of the long term care
mns.'l'h:snm:,namngadvomcof
the hy, could in-

on the two units over the p
mom}ahwaslpmwwmeba:k
to him describing our trial project; we
believed the decrease in length of stay
was related to lhelmpmved mobility
level of the patients. All p onthe

ﬂwnwothu’tmdnummt.hehosp:—
tal. Since our hospital is large and has
five clinical nursing departments, we

placement in other - facilities, expe-
rience shows that the more mobile the
_patient, the shorter the wait for pre-
ferred 2ccommodation. The longest
waiting Bists are for facilities in which
residents are severely disabled and
require extensive nursing care.

An unanticipated ‘but valuable ‘|

cffect of the non-restraint project was
the increase in staff morale. Staff-on
the long term care units are justly

proud of the way they nurse the elderly’

paucmsmumcdwlhwm °

Reeching hmher
With the success of our trial project
behind us, we were ready to expand
the project facility-wide. Our oppor-
tunity-came when the nursing execu-
tive decided 1o revise and update our
nursing division policy and -procedure
11 vol

person would be the Liaison berween
the committee and the head nurse/di-
Tector groups. We also included a
representative: from the Social service
mdphysnmlﬂwdnmdcpanmtsof
the hospital to obtain their input and

projct. -

Before the first meeting we sent’
reading materials to the committee
members, including the curvent policy
and procedure for paticnt restraints,
the non-restraint policy and procedure
ofl.h:longwrmmum!smda
recent article suppomng non-restraint
of ciderty patients. We emphasized
clderly patients because the elderly are
far more likely than young patients to
be restrained mappropnamly
" At our first.commitiec meeting, we
onee agam worked through the initial
reservations about the concept of non-

d to’'prepare the
policy and procedure for patient re-

of the elderly patient. Two
one-hour mectings were spent discuss-

University of British Columbia's Mas--

‘decided we ‘needed one head nurse
from each department. That.

keep their departments updated onthe .

vuved the mplcmcmauon on her unit
and was positive about the results. She
was able to allay each of the head
ourses’ fears.

Once convinced we were headed in

.the right “direction, the commitiee

began writing the policy and proce-
dure. Each draft was taken to the
respective head nurse groups for input
and comment. The completion of a
draft copy of a policy and procedure
approved .by the whole committee
coincided with the MSN student
departure ... assignment completed.
Our committee still had to imple-

ment a philosophy, policy and proce- |

dure significantly diffcrent from cur-
Tent practice. Howcouldweawomp!mh’
this goal in such a large facility?”

We identified four tasks to be com-
pleted’ in lmpk-.m:mmg ‘our new

h: contact I people

who could assist implementation;
identify a method of communicating
our philosophy of non-restraint; sur-
vey current use of restraints in the hos-
piat; and plan implementation of
*“Restraint/Non-Restraint of Patients™
policy and procedure. - .

" Contacting influential péople: We
decided that each group of influential--
people needed the opportunity to have

input into the draft policy and proce- |-

dure and to ask questions or express
concerns about the new approach. We
identified influential peopie as persons
within the hospital system who had an
impact on the planning and imple-
nu:nuuonofpaxmlm(chuev
not yet targeting bedside nurses.) The
people identified were the five head
Rnurse groups, senior phvsuolhempxsls.3
senior occupational therapists, instruc-
tors from the staff development

" department and instructors from the -

school of nursing. The social worker
group was eliminated, because we had
already met with them and believed
they supported us.

Two members of the original core

The Canadidh Nurse ’
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group and the head nurse of long term
care met with each of the mﬂucnual

Abrégé

groups. By the last of the gs We
had the sense that, for the most part,
people were comfortable with the phi-
losophy of non-restraint and were
mdy w0 ymwed.

g lhr Pphilosophy:
C hilosophy to
hundreds of beds:de nurses would be
difficult. On completion of our final
draft policy and procedure we were
Jeft with a document having only one
statement on non-festraint, while the

L'adoption d'une philosophie de
non-contention. Lcmplox abusi
des moyens de contention. tout  par-
ticuliérement dans le cas de patients
dpgés, est un point qui intéresse les
infirmiéres  depuis longtemps.
L'Hépital général de Vancouver a
adopté unc philosophie de non-
contentior: qul fait appliquer peu &
peu. L'énormité apparente de cette
tiche est traitée en wrois étapes, ce
qul permet a tout établmemcm

the new Resiraini/ Non- Resiraini of
Fatients policy and procedure guide-
line was circulated 10 the nursing units
along with a notict that 10 copies of
the video were available on loan from
the stafl development department. We
included a packet of supplemental
information: a list of activities to pro-
mote patient safety when using a non-
restraint philosophy, a pamphlet—
Nursing Guidelines for the Use of
Restraints—produced by the Massa-
chusetts Nurses® Association; and a
journal article entitied “About Using

rest described the c under
which restraints might be used and the
procedures for use,

We decided a video production
would be the bcslformal to communi-

dadopterunc il

Restraint ith Restraint. ™

semblable, Ces étapes sont k: St~
vantes : formationd'un groupe cen-
tral; essai dans un service; et mise ne
ceuvre dans lensemble de I'éta-

cate our nlﬂ'
Having sumyad the market, pre-
viewed al] available productions and
found none suitable, we approached

the vice-president of nursing for the
substantial funding required for our
own video production. Six months
later, a VGH Nursing Division and
Uni y of British Columbia Bio-
Medical Communmons Depan-
ment
Rmmuu/Nan-Rmmw Part A
Changing Attitudes; Part [I, Assess-
mert and Aliernatives. The video in-
cludes interviews with representatives
of cach category of stafl member on
twonursingunhsdmhadimplcrmmed
the non-restraint philosophy: patient
care aides; activity workers, heensed
practical nurses; registered purses;
head nurses; an instructor; and the
director of nursing.

Survey of restraiyt use: Before
showing the video production and
implementing the policy and proce-
dure, we did a pmmplcmcmauon
audit of restraint use in the medical,
surgical and geriatric nursing depan-
ments of the hospital Of the 1104
patients observed, 142 (13.6 pcnxnl)
had some type of physical restraint in
place. Of the restrained patients, 86.5
pereent were over 60 years of age, and
80 percent were over 70 years of age.
These findings are similar to a ncent
study at the Sunnybrook Medical
Cenure in Toronto.” We plan two
further audits six and twelve months
after implementation of the pohc; and
procedure.

We hope our six- and 12-month
post-implementation  audits of re-
straint use in VGH will indicate the
impact of our video, our policy and
prmdun guide and our success in

Irnl,

To c

g a major change in nurs-
mg practice.
A ituted core group of

nursing division, I presented the phi-
losophy at Nursing Forum, a weskly,
one-hour session open 1o all members
of the nursing division. These sessions
are well atiended by nursing staff,
head nurses and nurse executives.
The policy and procedure outline was
distributed to those attending the ses-
sion as they entered the auditorium. |
gave a brief overview of the project,
showed the video and opened the
fioor 1o questions and comments,
Nursing stafl again expressed con-

the |mnlcmenlanon of the policy to the )

nurses continues {0 work on restraint
issues In the {all of 1988 we began
work on f'mdmg or creating a tool to |
assess patients' risk of falls and falling,
We are also preparing a more com-
prehensive’ guide for aliematives to
restraints. We believe a philosophy of

non-restraint can be put into
practice. O
The R Non-FRi

{23 min) is aveitabie for preview, rentat or pur-
chase from Magc Lantern Film Distributors
Led, 136 Cross Ave., Qakville, Ontanio L6J 2WE.

cern about legal liability of th )
and of the hospital. It was particularly
helpful, as before, to have a head nurse
present who had been through the
process and found it to be a positive
experience for all concerned—herself,
her swaff and the patients and their
families.

We were careful not to make the
nursingsuﬂ'fedgnihyforaxmm use
of restraints. They also needed to
know we were not advcxmmg total

b of are
needed in some cases. Yet, we encour-
aged nurses 10 be especially careful
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The National Center for State Long Term Care
Ombudsman Resources

2033 K Strect, NW, Suite 304 * Washington, DC 30006 o (202) 785-1925

. EXCERPTS FROM

IN- SERVICE TRAINING GUIDE FOR OHBUDSHAN )

REDUCING  INAPPROFRIATE RES'I'RAINI' USE

DRAFT. -
Prepared

For The National Oent.er for Sf.ate Long Term Care (hbudsma.n
. . _Resource Center

October 1989 ’

by Sarah ‘Burger

' NATIONAL CITIZENS' COALITION FOR NURSING EOME REF ORM
o .- 1424 16th Street, N.W., Suite L2
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202/797-0657
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DETRIMENTAL EFPECTS OP PHYSICAL (PR) AND CHEMICAL (CR)} RESTRAINTS ON RBSIDENTS

Developed by the

National Citizens' Coalition for Nursing Home Reform

for the

National Center for State Long Term Care Ombudsman Resources

EFFECT

SKIN

Bruising/cuts/red-
ness (PR)

Pressure sores
(PR/CR)

PSYCHOLOGICAL

Panic/ anxious
expression/
combative/
increased
confusion
(PR/CR)

funded by the

Administration on Aging

Incorrectly
applied restraint
or improper size
or type of
restraint.

Resident struggles

against restraint

Resident in one
position too long.
Studies show two
times number of
pressure sores in
restrained
residents.

Frightened by PR.
Does not like
restraints. Does
not understand why
they are being
used. Paradoxical
reaction to a
psychoactive drug;
that is, it has
the opposite
effect intended.

57

Apply restraint
correctly
according to
manufacturer’s
direction )
Use alternative
methods.

Apply restraint
for short periods
only.

Release, exercise,
at least every 2
hrs.- oftener if
necessary.

Use alternative
methods.

Use zlternative
methods. Use CR
and PR for short
pericds only.

Use different
drug, lower dose
or no drug.



EFFECT

Lethsrgy/aepress-

- ion/ decreased

social interaction
(PR/CR)

’Screaming/yelling/

S

‘calling out

(CR/PR) .

.

GASTRO- INTESTINAL

GENITO URINARY

Decrease in -
appetite/ weight .
loss/sunken cheek
bones/ sores
around mouth - _

(CR/PR) |

Dehydrafionﬂ-

" Dry. skin/dry .
.mouth/ sunken .
' eyes/-fever/ acute

. confusion.

G-

options,
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Lo -

Person gives up
when restrained,
withdraws, broken
spirit. Staff -
ignore restrained
resident. Drug in.

' 'too. large dose.

. Use alternafive-.x
identify

and meet needs,- -

comfort

o .

Broken spirit/not
_interested in

" life. .
‘Discomfort of
restraint/preoccup
ation with
discomfort.

No activity to

work up appetite. -
' Too drowsy from
~drug use to eat. . .

Cannot reach

- water.

(CB/CR) .

‘Too. drowsy to
drink.-

‘Too depressed to
.drink. Does not

. ‘recognize . .
decreased sense of -

thirst

“times'’

Use alternative o
methods.. | .
Increase

-opportunity to

Socialize.
Frequent staff

. interaction.
“Decrease time

restraint used.

. Decrease drug,dose

or 'change drugs.

Use'alternative
options, identify
and meet neéds,
comfort

i Use alternative

methods.
Release, exercise
at least every two

-hours.

Decrease drug
dose.

" Use alternative -.
‘methods. T AR
Leave water w1thin ’

reach, .at all’ [
Offer’
fluids/ encourage
to drink between

_ meals and_at

meals.




EFFECT

Urinary Retention

Distended lower
belly/complains of
needing to go to
the bathroom/
dribbling when
toileted instead
of good stream/
presence of
catheter with no
other apparent
cause. (CR)

Incontinence

Wet/ complain of
not being taken to
the bathroom/
agitation
especially for
resident with
dementia/presence
of catheter for no
other apparent
reason (CR/PR)
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CAUSE

Many psychoactive
drugs effect
ability to release
urine.

Not taken to
bathroom/toileting
done according to
facility rather -
than individual
pattern/drug
action may cause
incontinence

59

PREVENTION

Discontinue drug.
Use alternative
methods. Use
alternative drug.
Discontinue
catheter use.

Release, toilet,
exercise every two
hours or more
often if necessary
Use alternative
methods
Discontinue drug
Use alternative
drug.



EFFECT

Urinary Tract
Infections (CR/PR)
Pain and frequency

of urination,
fever

Constipation/
impaction

Resident complains

of .stomach ache/.
constipation”
Restlessness
Decreased
appetite/
confusion -

- Preoccupied with -

bowels :(CR/FR) .

£
f

RESPIRATORY -

Resident complainsb

that: chest: feels
tight/says “can’t
breathe” /appears
anxious ’

Pneumonia (CR/ER) . *

Acute confusion/

" .'shortness.of - -
] breath/ chest pain .

'

Catheter.use, not

° volding-regularly, -
~low. fluid intake .

’

e Lack'of-activity

Inability to get -
enough fluids

Not taken to
bathroom according
to lifelong bowel

"pattern

Chest/ vest-'

restraint is too‘h

tight. Resident
fears restraint

-and has anxiety 1

attack | i
Lack of movement

fLack of movement

allows secretions
to pool, decreases

‘efficiency of -

lungs with
decreased oxygen
exchange and
increase

-confusion..
© Shortness; of.
breath. when active
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. Use altetnative
- methods

.Toilet to avoid

incontinence,

increase fluid

intake, use .

;alternative
 methods

. Release, exercise.
- tollet every two,~

hours or more

. often if .

-necessary
_,Toilet according
- to lifelong

pattern
Offer. fluids

-between meals and,
-at meals’’

Leave,water-within

" reach

Use alternative
methods e

S

Loosen - restraint

_Decrease usé of

drugs N .
Exercise every two

,hours or -more.
+ often if. necessary

same as above



EEFECT
Death (PR)

CARDIOVASCULAR

Swelling of ankle
or lower leg/rings
too tight/shoes
too tight.

Death

MUSCULO-SKELETON

Decrease in
mobility such as
unable to walk,
move OwWn
wheelchair.
Wasting of muscles
over time.
Contractures in
extremities
recognized by
hands in fist,
bent elbows, knees
bent toward chest
and moved, if at
all, only with
difficulty and
pain.

Increased
fractures. (CR/PR)
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CAUSE

incorrectly
applied restraint
leads to death by
strangulation

Older people may
have a less
efficlent
circulatory
system. Without
enough
exercise,and
changing of
position fluid
collects in hands
and feet.

Cardiovascular
stress response as
fearful resident
struggles to be
free from :
restraint.

Prolonged
inactivity causes
loss of muscle in
all ages, so that
the person
gradually loses
ability to use
them; bone loss
results in
increased fracture
risk.
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PREVENTION

Apply restraint
correctly/ use
alternative
methods.

Release, Exercise
every 2 hrs/
change position
often. Lie flat in
bed every two
hours. Use
alternative
methods.

Use alternative
methods. Meet
individual needs
of resident.

Use alternative
methods: physical
therapy, release,
weight bearing
exercise every 2
hours or more
often if
necessary. Range
of motion
exercises, fit
chair to
individual, use
cushions, wedges
and pillows for
comfort.
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PRINCIPLES .OF REDUCING 'INAPPROPRIATE CHEMICAL AND PHYSICAL

RESTRAINT USE

Ombudsmen can use these principles in advocating for‘s;aff to use’
better care for all residents. Restraints use is generally poor
care practice; in addition, restraints mask the unmet need of the

individual resident.

1)

3)

answers.

s

Individualized Assessment: An in-depth assessment by an
interdisciplinary team is the basis for discovering resident
needs and strengths. OBRA requires that the assessment be
coordinated by a registered nurse with the appropriate .
participation of health professionals Other professions
might include Dietitian, Physical and/or occupational

.therapist, Social Worker, and Activities Professional. The

Health Care Financing Administration contracted with the
Research Triangle Institute to develope an asséssment
instrument. The OBRA mandated assessment will include .
customary dalily routine and individual preferences of the
resident prior to nursing home admission. In addition

.activities of daily living, mood, -attitude, memory,

communication, disease states and medicatiorns as well as ~
activities are assessed. Both the resident and nurse aides
are'intetviewed whén this assessment instrument is used.
Individualized Care Plans: Care plans must meet the needs
identified in the individualized assessment. (See handout:
“Options for Action to Reduce Inappropriate Use of Chemical -
and Physical Restraints.”) Care planners include the

‘resident, family and nurse aides in addition to professional

staff.

‘Teamwork: Teamwork from professional and non—professional'v

direct care-givers, indirect care-givers, volunteers, family:
and other residents is necessary to reduce inappropriate
restraint use. No one group or discipline has all the
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OPTIONS FOR ACTION TO REDUCE INAFPROPRIATE
PHYSICAL AND CHEMICAL RESTRAINT USE

What are the options for action?_[ staff may not know other

(1) Companionship and supervision including
the use of volunteers, family, friends,
other residents etc.

(2) Physical and Diversionary activity such
as exercise, time cutdoors, activities
that truly reflect what the resident
would like to do, and small jobs agreed
toc by the resident.

(3) Psychosocial interventions including
ferreting out information about lifelong
habits and patterns of daily activity
which must then be incorporated into the -
care plan.

(4) Environmental manipulations such as
alarms or other system for keeping track
of those who need to wander, using
ribbon barriers on doors of resident
rooms so wandering residents won’t come
in uninvited, good lighting, mattress on
floor so pad possible fall,
individualized seating and furniture
placed to aid in ambulation, use of low
beds.

(5) Meeting identified physical needs such
as hunger, toileting, sleep, thirst and
exercise according to individual routine
rather than facility routine.

(6) Staff attitudes and training to teach
how to identify needs end then to meet
them on an individualized basis.

(7) Staffing levels high enough to comply
with the law which requires enough staff
to meet residents mental, physical and
psychosocial needs. These can be met by
use of heavy staffing during peak busy
periods of the day. .

(8) Administrative support so that
flexibility in routines is the norm in
order to accommodate individual needs.
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Specialized
Sealing Tor the
Institutionalized

Elderly

'Prr@g@rrjapﬁﬁ@m,; |
Fabrication, Funding

ut-of-bed seating for'the severely involved,
instinstionalized clderly is of major coneem 1o
occupational therapists. Technological advances
have provided imaltiple-options for wheelchair ;
adaptations, some of which can be quickly and effectively
used by the therapist on site. Qther more sophisticaed
adaptations require fabication and assembly-through a
vendor, The expanding array of equipment. materials, and
supplics requires increasing familiarity wih available
options so that knowledgéable decisions can be made.-
Appropriate prescription and fabrication inast be followed
with adequate funding. ‘Therefore, today s therapist imust
e equally skilled inidenifying funding streams and
obtaining the. necessary nmmu for: snumluul u]ulpmuu

and mlapuuns

i

I \'.1|u.1||n|| nml pu\uumnn ISSUCS luruul ul bed scaun;.
musi mn\nlu buily the needs of theindividual client and
thie seadiness of the facility aceept complex’and variable
. COMPGNCIRS it d seating sysiein. A supporticam within
thei ln\lllllllnll must beconumitted w effective use and ™
maintenance of she specialized seating provided for ihe cli-
- ent. Without-1eanm co peration the scating system, care-
fully and knowledgeably designed by the therapist, will
nat he used ellfectively—if auall! Animporiant pant of the
" evaluation process for the therapist inust therefore be con-
\ulc ration of the human ‘and non-human environments

TECHNOLOGY REVIEW OF 1989

american Occupational Therapy Association .
Rockville, M_a_ryland
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which suppont the positioning program
designed tor the cient (Epstein, 1988).

The complex problems in providing scating
for this clderly population require that the
therapist have space, appropriate supplics,
and access o special cquipmeyt in order 1o
evaluate the client during several sessions.,
without such resontees, subtie issues tha
alfect hinctional positioning may be imissed,
thereby causing serious problems after deliv-
cry of the systein. As an example, a client
with agitated behavior on thie nursing unit
may e characterized by repetitive move-
ments ol the lower extremities. Using an
wnpadded laptray as pan of a seating system
for such a person places them at risk for
Deuises amd 1cars of the skin.

Supportive enviconmenis for the therapist
and client within the instiiation must be
complemented by a pool of knowledgeable
venduors and an understanding of lunding
aptions, Use of specially designed lonns,
such as the one recenily developed by a
scating/wheeled imobility 1ask force (Lhec-
tronic Industrics Foundation, T1988), will
hielp asswre approval of cosily equipanent.

Prescription .
nstittionalized cldesly present complex
cvaluation issues. Staff referral lor position-
ing may be made due o “consiam sliding
ot of Chair” The therapist's concems, inny-
cver, are multiple and specific. Such lacors
as tone, posture, skin integrity, continence,
sinting tolerance, and imovement ae pri-
mary. Orthopedic considerations, inclading
kyphaosis, scoliosis, dislocated hips, flexion/
extension deformities, muast be defineaed.
Complex diagnoses, including osteoanhiitis
and asteoporosis, and long histories which
may include fracires, decubiti, muliiple
bruises, and skin tears are of concen. Fune-
tional abilitics w perform such tasks as
sell=propulsion, sransters. cating, conununi-
cation, and panicipation in activitics st
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be ascertained (Gans, Hallenborg and

Ticller, 1984).

Evaluation considers the mcethods for nor-
malization amd stability, beginning an the
pelvis, Stich problems as obliquity, tift, and
fixed defonmity require sear and back maodi-
fications. These may inchikde a seat with a
special cushion, hip guides, abduction
wedge, anti-thnast roll, sear belt, o bar
across the anterior-superior iliac spine
(Cooper, 1987; Margolis, Wengen & Kolar,
1988). The sling back imay be ieplaced with
o fien baek and contonnedd with pressue
responsive foam, Tnbar or shoulder rolls,
lateral supponts, and possitdy a specially
designed Bicadrest (Bergen and Colangelo,
1982). Signilicant scoliosis and Ky phosis
FCUIre more suppostive estvironments, such
as those available through Contour-U and
Foam-In-Place Sysienis (Bergen. A, 1988;
McNanighton, K., 1988). Angulaion/
Oriertation-in-space, now available for the

“adult popualation, must also be considerad

for those in need ol gravity assistance o
inaintain a stabke and nonmalized seated
position. Such cquipnient allows control
andd appropriate positioning for head, tunk.,
pelvis, knees, and Teet (Rego, 1988).

Severely involved, instiintionalized elderly
are at Digh risk for pressine sares. Seat cinhi-
ions st therelore be responsive to the par-
ticular needs ol the individual (Gaa leer,
1979, 1985). A wide varicty ol wheeldhair
cushions are available, giving the knowd-
cdggeable therapist many oprions and a
varitd price range.

Falrication

The standard size wheelchair, found in most
institutions, can casily serve as a basis lTor
adaptive seating inseits, Fhese adaptations
can be falwicated swithin the occupational
therapy depariment or with the assistance of
the facility s maintenance depariient. Mare
comnplex seating will iequise the eflons al a
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Speclalized Seating for the institutionalized Elvde_rly .

scating team and fatwication by an outside Funding . : o

vendor, Tn cither case, the therapise must be Withowt [imding. the time, uwr;,y. and
knowledgeable regarding ihe varicty off muliiple resources devoted 1o prescription
maicrials and commponent parts that are “and fabrication will be for naught. Inexpen:’
available on the market o provide the . sive and readily n\'all.ll»lc adaptations require
necded adaprations., suppont from within I|!C acility. Fuids may

) . te provided throngh nursing or imainte-
Low-tech adapiations allow atherapiston- -, nance budgets, or direcity o the occupa- -

site gradually 10 modily 1he wheelchair tionalhilicrapy budget. In some cases, it s’
“while monitoring the client’s response 1o possible 1 have client families support the -

cach change. As long as the madifications . needed equipment.

are simiple. casily applied. and- understood o - -

by s1aff, they are well accepied and provide For more expensive and cotaplex equip-

a quick, inexpensive, and eflecrive sofution. mens, Tunding is sought through third-pany

. payarsar client famifies. When third-pany
~Materials such as plywood: polymethane: ‘payeirs such as insurance companices, Medi-

viscoclastic atnd ethafoams; hook amd loop - care, and Medicaid are involved. a compre-
or webbing strans; and special handware, hensive repont and justification Tor the
olabric and vinyls offer many creative solu- Cneeded equipment are required. A well-
tions 1o the knowledgeable therapist (Shafer, writien, cleardy presented report with .
A. & lEpsiein, C., 1987). accompanying pictares and data on commpar-
: - au\'t\uuupmull that was considered butnot|
nexpensive, conumercially available adap- recommended will hulp to olnain approval
tions are also-available 1o assist therapists in for-costly insens. In addition; the use of a
quickly resolving positioning issues, Simple Tacility wheelchair frame, imo which ihe
1o apply, casily anderstood by siall, and fab- | insent can be fitied, will go farin (lhlﬂlllln),
ricated 1o \vuh\l.lml use in aninstigtional - the mulul ammwal -
setting, these positioners are cost-eflective " :
solutions and can be keptin stock as part of Summary
il nccupational therapy supplics. (Epstein, ‘Today's technalogical mlvanu:x in scating
(. F.-1988: AliMced?] 1988) K .o allow therapists servicing institutionalized
’ . cldetly 10 provide effective positioning for
Those cliems wquuuu.. more uunplc‘( sweat- - this needy population. Clients who are well -
ing should be seen hy the seating teany in positioned-will increase their participation in
- conjunction with a knowledgeatde medical ~ and funciional performance of imponant
cyuipment dealer. Decisions regarding lincar | - self-care skills. Interaction with the environ-
v comtonred, wpright vs. angalationin. © . ment, awareness, and communication with
space, fixed vs. adjustable hardware; foani .« peers and stall will increase, Stall suppornt
vs. pel and multiple other options can be and interestin these severely involved
considered by the lean as they observe chi-— © -7 eldenly will be enhanced in direct response -+
e respogse o seating imodilications (Ran- - 1o the client's greater indepeidence and'the
“olall, MG, TR Treller, 1 L984) . s - decreased stall time requived for reposi-
preferable 1o sinudate the projected seating T rioning. . Sy
enviranmenst so that clicnt response can e, - e L
- assessed-over a numberof days. — “Using “low- and high-iech™ approaches 1o
- e seating, the creative and knowledgeable
L . therapist can expand services to this popula-
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tion. Funding sources fron within ihe insti-
ttion. as well as (rom client familics and
third-party payors, will help maximize the
amount of adaptive seating available in any
given facility.
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Pfograms And Services Which Specialize In
The Care Of Persons With Dementing

Illnesses—Issues And Options,

«

Néncy Mace, MA

Introduct\on :
Alzhexm:rs diséase’ has sky

rockéted from obscurity to “dis- -

ease of the year” status and, in -’

response, an array of ‘programs
and services which specialize in

the care of people with demama :

‘has developed

A growng "body’ of chmca]‘

knowledge indicates that pedple .

" with . dementing ilinesses - prob- -

ably need unique interventions .
which differ in’ some respecis .
_from the care needs of people -

. Nancy Mace, MA, r.saom.nhor of The 36
Hour Day, A Family Guide to Caring

for Persons With Alzheimer's Disease, .
. Related. Dementing - Ilinesses, and -
* Memory Loss in Later Life, and o' .

member of th Board of Directors of the '
.Alzheimer’s Disease and Relatéd Dlsordzrs .

Association. RS

The author wishes to express h:r apprecia- |
tion” to Nancy Orr, MSG, Director, |

Hillhaven Special Care’ Uinits ‘and Rachel ~,
. Billington, Associate Executive Director, -
.‘AlzhzxmsDwandRzlmedDmrdzrs R

Association for their critique of this article.

ki

) with other chronic ilinesses. '
Nursing homes, domicilary care
-‘units; adult day care programs,

and in-home providers are re

sponding to this by specializing in.. -
the care of those with dementmg' '
‘|, illnesses.

People with dementia who have
. particpated in some of the inno-*

vative programs have shown tan-

- talizingly dramatic improvéments 1.

in social function and giiality of
life. . Families who have parti-
cipated in respite programs report,

" -peifig able to continue to provide’

care at home with less stress..
Providers see a market for spe-
cial programs, and.families, des-

" perate for a better answer for théir

. loved ones, suppont these pro-
‘grams. ' At least one state has
waived reéstrictions on the con-
-struction of new nursing home |

beds when' these beds are- in-
tended for persons with demen-
tia—thus adding political pressure

to'the msung market forces. Both

)
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t.he';mb].ic and private sectors

have funded research and demon-
stration progi-ams ‘in specialized
respite care.

This rapid dcvelopment of spe-

. cialized care has led to difficult
” and unanswered questions. '

) 1." Should there be scparalc scg-

-regated care? T .

2. Who should receive specnal-
ized care? .

3. What bcneﬁu can we expect-
from specialized care?

4, Can we describe d model of
$pecialized ¢are that is preferred for
people with’dementia? :

5. -How.can we ensure quahty

--of care in these programs? -

. 6: How do issues of cost affect
the kind of care that is availabie?

These are difficult questions.
Decisions made now will infly-
ence the patterns of care for thou-

sands of people for many years.

' These questions have mggered

heated debate- and strong opini-




ons, but to date there has been
very little research to provide
answers and clinical experience
has been mixed. This article will
define some of the issues.

1. Should there be separate,
segregated care?

Table 1 summarizes some of the
pros and cons of special programs
and units, but it is evident that
these arguments address several
separate issues.

1} Issues of good care must be
considered separately from issues
of separate care. Most patients, in-
cluding those with dementia,
would benefit from some of the
changes advocated for special
care. The question must be: when
care is good in both integrated and
segregated settings, which is bet-
ter?,

2) Issues vary by setting {for, ex-
ample, the social benefits of group
programs do not apply to indivi-
dual home care.}

3} Issues vary with character-
istics of the recipient. (for exam-
ple, the person with a late stage
dementia and multiple illnesses
might not need segregated care
that could benefit an ambulatory

person.)

Some of the arguments in Table
1 make the point that there should
be separate, segregated care be-
cause it is beneficial. To evaluate
the merits of these arguments we
must consider who benefits from
special care. .

Specialized care may benefit the
patient; may benefit the family
{by providing respite); may bene-
fit the residents of a facility who
are not cognitively impaired; may
benefit the provider {by opening a
new market}, or may benefit the
taxpayer (through cost savings).
Care might benefit the patient,
but cost the taxpayer or family; or
it might benefit the facility more
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Issues of good care
must be con-
sidered separately
from issues of
separate care. . .

e question must
be: when care is
good in both
integrated and
segregated set-
tings, which is
better?

than the resident. Important
value judgements may ultimately
have to be made. Those who
make such decisions will need ac-

curate information about real

benefits objectively presented.

At present, however, not
enough is known to provide such
information. The most dramati-
cally successful approaches to
care have been with small groups
of patients and their experiences
have not been adequately tested
or replicated. We do not know
whether other patients or families
would benefit as much. We do not
know how easily these programs
can be replicated on a larger scaie.
Small projects carried out by
dediceted people do not always
work as well in the huge imper-
sonal long term care system.

II. Who should receive special
care?

Because there is no single fund-
ing mechanism or licensing auth-
ority for programs which have
specialized in dementia care, it is
almost impossible to identify the
number of programs which have

The American Journal of Alzheimer's Care and Research
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whether they are
nursing homes, domicilary
homes, foster homes, adult day
care, short stay respite, in-home
care, or other innovative initia-
tives. Few generalizations can be
made about who is providing care
or who is being served. Moreover,
specialized care is growing so
rapidly that it is difficult to keep
up with new programs.

It is estimated that 40-80 per-
cent of persons in nursing homes
suffer from cognitive impair-
ments’ {and a much lower percent
of people in respite care programs
have dementia), yet only a few are
selected for special care. Should
everyone with dementia receive
special care, or if not, what criteria
determine special care needs?

Some specialized respite pro-
grams limit service to patients
who are ambulatory, continent or
non-combative. Home care pro-
grams may serve incontinent, bed
bound patients or refuse only
combative patients. Residential
programs say they elect parti-
cipants who have “behavior pro-
blems”, or “who are not working
out” on regular units.
may restrict admission to those
who "can participate”’ or who can
" participate in self care and follow
simple instructions”. Thus, al-
though few firm criteria have
been established, programs are
tending to select participants in
the middle stages of their illness.
Some staff believe that these pa-
tients benefit most from special
care, that other residents and staff
benefit from their removal from a
mixed unit, and that families
benefit from respite. Yet, almost

" nothing is known about how

much people in the early stages of
dementia, or in the late stage:
would benefit from special care.
Finally, other factors which
have little to do with the appropri-
ateness of the client for the service
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Table 1.l Arguments for'and against speci.l'programs/units for persons

with dementia. . -

. FOR
Some special programs have found
that trained staff in a special environ-
ment and a homogeneous group of cli-
ents produce measurable evidence of
bene’n in some pecple with dementia.

In addition to the chxnges whxch
benefit all patients, specialized inter-

ventions can further benefit people -

with dementia.

Being around people whose menital

functioning is higher can be stressful -

for persons with dementia. who must
constantly struggle to proc:ss even
simple m(ommon e

Specialty units permit speclal interior
design, fire safety equipment, trained
staff and marketing efforts to attract

private pay clients. The demand for °
quality ensures that beds in good -

facilities will fill quicidy. .

T'he currem d

ind for Y

. AGAINST
The needs of demented patients are the

. same as the needs of other long term

care recipients. The problem is not one
of providing different care, but of pro-
viding better care. .

Many. of the changes needed by people
with dementia are needed by all long
term care recxpmms

Placing dementia victims with

cognitively well persons helps the per-
son with dementia to stay alert by pro-
viding role modets. Isolation in demen-
tia units may lead to grealcr deteriora-
tion.

In areas with-low populanon density. ,
there will not be enough persons with”
dementia to support special programs,

" particularly day care. When families

-must travel long chstanccs they may

"_vmt less ohen

pecialty units must hold a bed open

‘units is such that famxhes will
transport patients’ long disiances’ for
residential care.®

" In several m!c;n-nal surveys, cognitive: *

ly well elderly peopié have made it

‘clear that they do not want to spend

their lives with persons -who act

“erazy” of are disruptive. ‘The lucid
client is vulnerable to loss of privacy.
loss of personal property. interrupted
sleep and fear of harm by the agitated

person. Efforts to protect the lucid |

_client result in over-medication and
{ restraints which have negative effects

on persons with dem:nua !

There are sthical issues mvulved in
using persons who are paying for
their own care as supervisors of other

- patients and disgruntled peopl: make
poor.fole modcls

Abusesare xssu5 for consumer educa- .

* tion and industry rcgulanon (volumarv
or :nforccd)

. client. .

until a person with dementia needs it.
This is more expensive than quickly
filling beds with the nut available

" In mixed umts the cognmvely wcll

can help look after the’ person with

. dementia. allowing’lower staff ratios

© and giving the. w:l] clxem somtthxng

todo»i

Some existing dcm:nua units or pro-
Lgrams are not offenng anything
special—except using-this label as &-
maxkebng tool or ;usuﬁcmon for
h)ghcr prices.. e :

are also involved in selection of
clients for special care: ability to
pay. eimbursement for
care, or proximity to the program.
Caregiver need is also a_factor,
and for respite care, may be more
important than patient character-
istics for respite care.

Thus, at présent we know little
about who is providing or receiv-
ing specialized care and aimost
nothing about who shouid receive
it.

1II. What benefits can we ex-
pect from specialized
¢ _ care? .

.One of the most comroversnal
issues and perhaps the one most
important to family ‘'members is
whether (and how much) partici-

pants will benefit from special -
programs. Som_e argue that be- -

cause the most common causes of
dementia. are irreversible, no

benefits: can be expected. A few

tnake the claim, as yet unsubstan-
tiated and not accepted by leaders

in the field, that special programs

slow or reverse mental deteriora- .

tion. In between arethose who
point out that supportive environ-
ments can significantly improve
some aspects of life for the patxem
or caregiver. |

Respite care is widely beheved

“to benefit the caregiver, and many,

argue that it delays institutionali-
zation by enabhng the famﬂv to
care longer.. « -,

The benefits of respite care to

| caregiversare obvious to staff and
_ families. However, so far they

have proven elusive to document.
To date, studies have not rigorous-

ly compared the l.mpact on-fam- -

ilies participating in respite pro--

grams with matched families who
have not.-However, both the pub

.- lic'and the private sectors are now

launching good studies of .the ef-
féct of respite care on caregivers.
Prograrns have claimed a vari-

ety of improvements in their cfi- -
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FOR

An all-dementia unit allows staff to
develop expertise in patient care. This
benefits patients and is rewarding to
staff. Expenence has shown that staff
do not necessarily "burn out”".

The issue of “burn out” and staff
satisfaction is not unique to dementia
care, but reflects pervasive problems
in the long term care system.

Patient rights laws, ombudsmen, and
quality assurance regulations assure
oversight of persons who are not com-
petent. The new focus on dementia
reduces the risk that pati would

AGAINST

Staff will quickly burn out on a demen-
tia unit.

A program serving persons with
dementia would create a ghetto in
which no one would be abie to report
abuses or be a legally competent
witness. Ombudsmen rarely serve
respite or domicilary care programs.
Dementia patients often outlive the
families who advocate for them, and

be poorly served.
D ia is 2 medical speciality Jong

pioyees may be afraid to complain.

D is is not a medical specialty,

overdue for recognition. Speciality
programs would attract physicians and
nurses interested in this field.

deserving of separate designation and
specialization, because the needs of
these individuals are primarily
psychological and social.

ents {see Table 2|. In general,
these programs have examined
small groups of patients, without
the use of rigorous measures of
change, and without a control
population (e.g. similar patients
not receiving special care).

Instruments which document
the stage of the illness, the im-
pairments of the patients, or be-
haviors would make it possible to
compare the effects of certain pro-
grams or the impact on certain
subgroups of participants. Many
of the tools for measuring impair-
ment in function are not sensitive
to subtle changes. The existing
staging instrumnents apply only to
uncomplicated Alzheimer's dis-
ease and their validity and reliabil-
ity remain controversial. Behavior
is notoriously susceptible to en-
vironmental variation, making it
difficult to separate the effects of
intended change from other fac-
tors.

We have a limited knowledge of
the natural history of the be
havioral components of each of
the dementing ilinesses. We need

to know what behaviors are exhi-

bited by all, most, or only a few-

people in order to demonstrate
that a program reduces the incid-
ence of these behaviors. Do all pa-
tients wander? Does wandering
come early or late? What percent-
age of patients become combative
or remain ambulatory until close
to death?

The most commonly reported
improvements fall in two cate-
gories:

1. Changes that may have re-
sulted from the removal of excess
disabilities. Excess disability can
be defined as greater disability
than can be explained by the dis-
ease alone. Frequently cited
causes of excess disabilities in-
clude medication reactions, con-
current iliness, stress, and sensory
impairment.”

2. A second common area of
reported improvement is in social
function. This may include more
socially appropriate behavior and
formation of peer friendships
with other participants. Few pro-
grams have claimed improve-
ments in memory, language, ob-
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ject recognition, or praxs and
most report that their client's
dementia continues to progress.
Most of the programs that make
some appropriate changes in the
patient's physical and psycho-
social environment, regardless of
which changes are made, report
improvement. This encouraging
finding may be because very im-
paired people may be more vul-
nerable to their environment, and
therefore more responsive to even
slight improvements.® This obser-
vation and the frequency of re-
ports of participant response sup-
ports the position that the quality
of life can be improved for a
significant number of people with
dementia. The kind of changes
reported are desirable from the
point of view of the patient, the
farnily and the staff. It is therefore
worthwhile to attempt to define
the best possible care for peopie
with dementing ilinesses and to
identify the factors that make life

as satisfactory as possible, for

them.

IV. Can we describe a model
of specialized care that is
preferred for people with
dementia?

Some argue that enough infor-
mation exists to define a standard
of excellence. Other argue that it is
premature to take any position on
the nature of these programs. A
review of the current state of
knowledge indicates that thereisa -
responsible middle road.

Many providers agree that there
are certain ‘‘best practices™ which
are inarguable, but not unjversally
practiced. Most of these are not
unique to the care of people with
dementia, but apply to the care of
all frai, ill individuals. However,
both long term care providers and
acute care providers sometimes fail
to observe these practices. Cogni-
tively impaired people may be ex-
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ceptionally vialnerable to their omis-
sion. What follows is neither com-
prehensive nor inarguable, but a
few suggestions for consideration:

o Obtaining a medical history
and a personal history that in-
cludes management techniques,
likes, dislikes, interests, fears,
hobbies, former profession, peo-
ple in the person’s life that he or
she might ask for. .

o Development of an indivi-
dualized care plan that includes

. {as appropriate] medical, nursing
and psychosocial goals with input

from: multiple disciplines and,
where possible, is discussed with
the family. Periodic revision of the
care plan, and communication of
the plan- or appropriate sections)
to all staff involved in care, is
essential - : -

o Specialized training for staff

which reflects the current think-
ing about communicating, relat-
ing and supporting patients, cli-
ents and their families. -

o A planned system of effective
communication among staff and

.caregivers, including all shifts, all

disciplines and the family—if
there is one. T )

o Advance discussion with ap-
propriate family members regard-
ing the use of life supports and ag:
gressive interventions at the end
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o Aplanned approach to patient
rights and quality of life which
takes into consideration the
special handicaps of people with
dementia.

° A planned approach to provi- -
sion of safety that includes protec-
tion for wanderers, protection -
against injury or falls, and fire
safety (people with dementia may
not respond to a fire alarm or may
wander back into a facility if left
alone.) The plan must have weigh-
ed the need for freedom, mobility
and maintenance of function
against the risk of injury. o

° Provision of medical and
nursing care (with specialty con-

sultation when needed) that

manages, treats and reviews
medication use and concurrent ill-
ness, to the extent that patients do
not suffer from such excess dis-
abilities or delirium as can be rea-
sonably, prevented. Psychoactive.
medications should be used only
for the patent's benefit, be closely
monitored, and never used as a
substitute for staff tirme or train-
ing. . . !

® Provision of activities which,
are meaningful to the participant,
are enjoyable, give satisfaction,
allow experiences of success. sus-
tain old roles, and which signifi-

cantly reduce the number of emp- * *

- ty hours the patient experiences.
o Recognition that the family is

reported by progr which

Table 2. Behavior cheanges in persons with ‘s dementing illnéssA

in care of persons with

1986): .

Alzheimer’'s disease and related disorders.

o decrease in wandering {Sawyer and Mendlovitz, 1882; Coons, ’

> d in episodes of ag

Aged of Riverdale, 1986);

Coons; 1986; Sommers,*1985)

4

no séruming' or a decrease in screaming (Hebrew Home for the
* few or no drugs needed to control behavior (Hall et al, 1985, L

‘improvegl oriematjoxi {Coons, 1986; Sommer;. 1985):

{Coons, 1986; Hall et al, 1985);

in socially v

"+ 1985); .

Sommers, 1985);

maging in other patient's rooms, etc.); (Coons, 1986; Sommers,

weight gains or improved eating (Hall et al, 1985:'Coc_ns: 1986:

iors {masturbation, rum-

decrease in depression (éoons, 1986);

‘of life. : . . greater ability to sleepAlhn:iugh the night {Coons, 1986; Hall et al,
o Provision of respect and dig- 1985}; ) )

nity. It can be difficult to com- a sense of humor (Coons. 1986);

municat_e respeﬁ a.nd dignity & happy, relaxed appearance (Coons, 1986; Hall'et al, 1985};

toward ill and impaired people. the formation of friendships {Coons, 1986; Hall et al, 1985; Mace

However, the institutional en- and Rabins, 1984];

vironment and techniques of staff o reduction or elimination of i {Wells, 1986; Coons,
approach to patients can be ex- 1986); .

amined for those ‘things which o the ini of interp | exchenges [Coons, 1986); and

‘communicate loss of personhood,
dignity, roles, freedom and identi-
ty. Some of these are amenable to
change, and the program should
be actively involved in effonts to
identify and modify them.

» decrease in hallucinations {Hall et al, 1385).

Source: Office of Technology Assessment, U.S. Cangress, ““Losing a Million Minds: Con-
fronting the Tragedy of Alzheimer's Disease 23d Other Dementias,” {(Washington. D.C.,
April, 1987) :
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* the second victim of dementia and
provision of family support which
may include referral, education,
support groups, improved visit-
ing skills, or improved home care
skills.

Several models of care are being
suggested: the medical model, the
nursing model, the environmental
model, the activity model, etc.
Nowhere are the artficial distinc-
tions between models less appro-
priate than in the care of persons
with dementia. The need for an
integrated model is clear.

People with dementia are ill
and their symptoms can be ex-
acerbated by other illnesses or
reactions to medication, there-
fore they will need medical care.
Like others with chronic illness,
they have social, psychosocial and
recreational needs which are best
met by people skilled in these
areas. Since no clinically thera-
peutic drugs are available they
also need a care model which
stresses environmental support.
The relationship between these
needs differs with the individual
and the progress of his illness.
Few would argue that the care
needed is a multidisciplinary ap-
proach model which provides bal-
anced care appropriate to the pa-
tent's changing needs.

In addition, there is a body of
knowledge about the changes that
occur with aging, the effects of
sensory loss, cognitive function
and the management of certain
symptoms which should be ap-
plied to the care of persons with
dementia. {Not all persons with
dementia are elderly nor have all
experienced sensory loss, but
many will benefit from these in-
terventions.)

V. How can we Ensure Quali-
ty in These Programs?

There is little doubt that people

with dementia are vulnerabie to
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Support of Sensory Function. A
considerable amount is known
about the common sensory defi-
cits of late life and about ways to
modify the environment to sup-
port normal function, 25 We know
the lens of the eye yellows with
age, vision can be affected by dis-
ease, hearing, taste and smell may
be impaired. We know that arthri-
tis can make a person so stooped
that he or she is looking not at the
identifying door decorations but
at the floor. There are strategies to
support remnaining sensory func-
tion, yet we often fail to apply this
information to people with de
mentia. People whose cognitive
abilities are limited should not
also be expected to compensate
for sensory impairments in a
nonsupportive environment.

Environments can be shaped to
support’ or impede social func-
tion.?* Aimless wandering can be
redirected into a pleasant and safe
experience. A bathroom can be
made easier to locate; people who
must sit in wheel chairs can be
made more comfortable.

Support Interpersonal Communi-
cation. People with dementia who
have difficulty with language of-
ten remain sensitive to non-verbal
communication. Professional
caregivers can learn to avoid nega-
tive nonverbal messages and to
communicate affection, respect,
and the continued usefulness of
the impaired person.

Support Remaining Function. We
understand some of the ways that
dementia affects thinking, re-
sponse, perception, and other cog-
nitive functions.* We can apply
this information from neuropsy-
chology to methods of care by
limiting demands on impaired ca-
pacities and calling on remaining
skills. When short term memory
is impaired, we reduce demands
on it. When language skills deter-
iorate and the ability to do previ-
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ously learned motor tasks is lost,
we avoid fine motor tasks or those
requiring verbal skills and offer
activities which use gross motor
skills and retained social skills.
Since patients sometimes per-
severate—that is they get stuck on
one movement or focus—we must
help them to change focus. Since
tolerance for frustration is low, we
offer activities that increase ex-
perience of success.

Provide Stimulation but Not
Stress. Both low stimulus environ-
ments and high stimulus environ-
ments have been proposed. Peo-
ple with dementia are often sus-
ceptible to stress and may overre-
act to even mild stressors. Even
the familiar home environment
may precipitate catastrophic reac-

" tions. However, the institutional

environment may be so barren
that the resident is almost "bored
to death” and people with de-
menting illnesses are often unable
to initiate or sustain meaningful
activities independently.

Stress and stimulus are not the
same thing. A low stimulus envir-
onment may be stressful if it fails
to provide good sensory clues and
satisfying things to do. At the
same time, an environment that is
comfortabie for a cognitively well
person may offer too many stim-
uli for an impaired person. The
goal is to provide an environment
that limits stress but is rich in en-
joyable experiences, sensory plea-
sures, and things to do that offer
self esteem and social inter-
change.

Individualized Care. We know
that there is great variability
among persons with Alzheimer's
disease. There is also a variability
between people with Alzheimer's
disease and people with other
dementing illnesses. It is clear that
we cannot successfully apply care
techniques across all people with
dementia. Some will have poorer

o m—
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cyeszghtandb:ttcr hcanng some -
will bave good -fine' motorskills _ -

‘and limited language skills. Some
. lose the ability to recognize objects
" or family members; others retain

this ability for a long time. Care

cannot be an assembly line affair:

good care will require knowledge -

of the individial's wishes, his
spared and impaired abilities, his
- - prior history, and his family. In-
dividualized care probably also
" helps to.sustain a sense of 1dent1ty
and personhood. -

Treat Treatable Sympwm& Psy-
chiatric interventions can help
“people with dementia who have
delusions, hallucinations; depres—
.sion or severe agitation, Pharma-
cologic interventions probably re-

lieve these individuals of inner -

torment. Few would argue that
the best practice means the
judicious use of psychotropic
medication by a physxc:an ex-

_perienced in such care, after an,

" evaluation of the problem. These

. drugs usually should not be used .

on an as needed basis-or as a
substitute for staff  time,

therapeutic activities or meduzl

care.
The Questions .that Remam

-~Generalized best practices and:,
.. knowledge about medical -care
needs, sensory deficits and sup-
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portive environments is only part

‘of the answer to the question,
*"What is the best model of care
for people with dementia?’ A
wide variety of hypothesized in-
terventions remain experimental
and controversial.

People with dementia are dif-
ficult to take care of and varied in
their response to interventions.
Apphczhcn of the kniowledge we

have is difficult. Exactly how is
_ stimulation balanced against too
"much stress?-Will these people do-

better in ‘small, stable groups?

. Which activities - build self-

esteem? Knowing that a.program
should provide successes and
avoid failures is far different from
figuring out how to help a specific
group of severely impaired or
frightened people. As any nurse's
aide or family metnber can testify,

theorywﬂ]notgeth Brownto .
take a bath.
) Wedonotknowhowmuchun-‘

. provement to expect for people
" with dementia,‘nor how many or

which people are most likely to
benefit. Are existing programs do-
mgwdlormtheyfalhngshonof

what is possible? Is success due to

the capabilities of the participants

,ortheskxllsofapaxucularly‘;

charismatic dxmcan"

poor care. They cannot remember .
. - and- report mistreatrnent. Their

. disability means that they cannot
obey a fire alarm or safety instruc-

tions..In addition, family mem-,

- bers are complaining about pro-
grams which advertise *'special”’

care, but in fact offer nothmg ex-

ceptional.

. Ensuring quahtv in ‘long- term

care-is a compiex issue and one
" which has nct been resoived.?
Families need to inform them-
selves about the issues and pro-

. almost _nonexistent.’
_sense to ensure existing standards,

blems of‘énéuriné quality care m

. nursing homes, domicilary care,
.in-home care and adult day care. -
In each setting, the problems-are .

different. In some cases, existing
standards_are not. enforced; in

.others, -standards are not appro-
‘priate for.people. with dementia, -

and in others, .standards. are
It makes

or to create appropriate general

standards before imposing special *

criteria for demcnba care. Serious

T

probiems exist in our current sys-
tem; vigorous- advocacy would
benefit patients with dementia.
Since much remains unknown
about ideal models of dementia
care, standards, or guidelines
which encourage a specific model
could discourage innovation.

V1. How do issues of cost af-
fect the kind of care that is
available? -

Discussions of models of care
are often tied to -discussions of
cost. There is concern that an
ideal. model of dementia care
would be prohibitively costly for

‘such a large population. Much

could be written on what is not

known about the cost of care. For

example, the * relationship be-

tween-quality of care and'cost is . "

not necessarily a direct one. More -

costly programs will not necessar-

ily provide better care; however, it .

- Behavior is

notoriously
susceptible to -
environmental

vdriation, makmg .

it difficult to
s#mrate the

ects of intended

change from. other. .

.’ factors.

is clear that good care (even what

is outlined here) will not be cheap.”. o

For a variety ‘of reasons, respite

cost savings over resxdenhal care.”

., care may not prove to be a gre.at-,:

. Cost issues cannot be resolved - -

\mtxl more is known. about the
kind of care that is needed. But at

this expcnmemal stage, issues of -
* cost must not. be used to rule out
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innovative models. At present,
some argue that approaches
should not be tested because they
are anticipated to cost too much.
Promising approaches to improv-
ing the quality of life for people
with dementia and their families
should be tried. If they succeed,
efforts should be made to reduce
their cost.

Summary

In conclusion, specialized care
for people with dementia is
underway without a firm data
base to guide the models. Never-
theless, we do know important
things about how to provide good
care.

With the information now be-
‘coming available, family mem:
bers can identify the programs
and practitioners who are basing
interventions on established
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Establishinga Restorative
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Nursing Program in LTC Facilities

Creatite stralegies involving both educative and administralive approaches may bo/d the:

key.to maumrmg functional performance of residents.

by Calba ruze A Kopac

G ven the current personnel shortages Innurs-
ing ‘and rehabilitation, and the prospectwe
payment syStems that are affecting all healthcare

delivery, long-term care is particularly vulnerable

to the effects of staffing problems and cost—

containment strategies.

_This comes at a time when the number
of elderly is increasing. particularly the
number of frail eiderly with multple health
care problems. Nurse managers are con-

" . fronted with the sk of providing quality

care that moves beyond the “bed and
body” routines 1o an individualized
restorative focus.

Hursing's Resoonsuhllm. Restorative
care for many nurses is synomymous with
rehabilitabon and. because of this perspec-
tive, 2 feeling persists that réstoration is
the responsibility of the physical therapist.
Restorative nursing, however. is the re-

sponsibiity of nursing. A physical thera- | ]

pist. occupational theérapist or speech
therapist sees a resident usually for less
than one hour per day. During that time,
the rehabilitation professional focuses on
skilled assessment and evaluation, the
establishment of protocols and the provi-
sion of skilled services.
Despite interdisciplinary care

Proto counesy oJ Rooen SIncAle( :‘

mceungs. restonative protocols that re-
quire the support and participation of nuss-
ing personnel are rarely developed for'the
nursing care staff. In addition. those
froutine. repetitve procedures (e.g., lean-
ing to dress oneself, learning to ransfer,
passive and active range of motion exer-
cises. supported ambulagion. etc.) that re-
quu'e nursing time are ofien seen as less
nmpanznt than distributing medications,
keeping residents clean and dry, and feed-
ing them. Unfortunately. it is the repet-

_ tive, time consuming tasks that constitute
the bulk of restorative care.

frail. oider person is.admitted in an am-
bulatory state to 2 long-term care bcﬂxry
During the first few days that he is in the
facility the staff observe that he is weak
and unsteady on his feet. Fearing that he

assistance. He is “caught™ séveral umes
attempting to ambulate inde pendently and
after several davs is restrained to prevent
ambulation without assistance. Within one
month after admission the older resident

is weaker. less able to ambulate and is
more dependent than at the time of
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The following case is all too familiar: A *

will all. he is instructed not 1o walk without

admussion.

The downhill course that this scenario
describes can and often does apply to
other activities of daily living as well. How
a2 long-term care facility chooses to ad-
dress'maximizing the functional perform-
ance of its residents is s question that ofien
goes unanswered. Perhaps the solution
Bes in addressing the need from both an

| educative and administrative approach.

The Educative Approach. Nursing
educators know that the basic elements
of restorative nursing are taught during the
introductory fundamental course at the be-
ginning of a nurse’s education. [tis at this .

! time that transfer techniques. range of mo-

tion and body mechanics are addressed.
~ Unless the nursing curniculum has a

S specific focus on rehabilitation, a nursing
* student rarely recéives further instruction

that would prepare him/het for réstorative

! procedures. |t should be mentioned that -

. thisisoften accompzmedby timited educa-

i tion in nursing care specific to the aged.

i- and the majority of nurses in practice to-
1% day have received their knowledge of nws-

mgare of the aged through limited connn~ .

umg education offerings.

Consequently. a nurse manager is ofien

: confronted with nursing personnel both

/. N

} and par who
hzve basic nursing sk.ins but who have had
hm.ned instruction in care for the aged and
no instruction in. reslonuve care bcyond
some very basic procedures uught na
fundamentals course. Because réstorative
procedures do not require advanced skills
or instruction, nurses often believe that
they know what to do and do not need fur-
ther education in restorative care. This is
not true.

For example, many nurses do not
‘understand the difference in the teaching
of transfer. or the transferming of a resi-
dent who has had 2 “nght-sided” stroke
versus one who has had i “left-sided”
stroke. And. a résident with Parkinson’s
disease who requises assistance with am-




bulation 15 approached very differenty
from one wath a fractured hip despite the
fart that both residents may be learming
how to use 3 walker.

if restorative procedures are 1o become
a part of the dailv nursing care of 2 long-
term care facibty, then the nursing care
swaff (professional and paraprofessional)
will have to be taught restorative pro-
cedures. Nothung ts more frustsating for
2 rehabilitation professional than to spend
several days working with a resident in an
aintempt 10 teach inde penden transfer only
to find that the nursing staff transfers the
resident or the resident is transferred
inappropriately.

The Administrative Approach. Educa-
tion by itself cannot create a restorative
nursing care program. Such a program
needs the support of a facibry's admirustra-
ton. not only 1o educate the swaff. but 1o
create 3 system that will allow for the per-
formance of restorauve procedures. Such
2 system must ake into account the cur-
rent staffing shortagss and 1vpe of pro-
cedures that make up the preponderance
of restorative care. It must also address
the interdiscipbinary nature of restorative
care because without the collaborative ef-

“forts of nursing and the rehabilitation staff,
3 restorative program cannot be
successful.
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rehsbihtation professiona! but can be |

supervised by 3 nursing professional once
traiung 1s complete.

The remaiming npursing assistants who
have been trained. but not as mensively,
fve nursing care that 1s supportive to the

program. lor ple. per-
formung transfers correctly.

The restorauve nursing assistant works
with those residents whn have been
evaluated by 2 rehabiltation professional
and had protocols estabbshed. When there
i no need for skilled services and a resi-
dent is placed on a restorauve program.
he/she should be evatuated a1 least month-
1y to determine the effect of the program
and whether there is a need to change the
protocol.

The restorative nursing assistant (RNA)
prrwldes a natural “bridge” between nurs-
ing and the rehabilitation professionals.
The RNA can be admunistratively respon-
sible 10 nursing while being program-
matically responslble to lhe ph\'sncal

h or the occ h who
determunes the protoco! for the pauem

This arrangement enables nursing to
supervise the work of the RNA and deter-
mine if the nursing care staff is providing
the support for the restorative program-

ming. Jt enables the rehabilitation profes. .

sionals to monitor and evaluate non-skilled
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NURSING ASSISTANY :
Programs of Responsibility RNAs *
May Be Trained in: '
* Basic Therapeutic Exercise i
* Posaioning ana Range of
Motion
* Ampulation
¢ Activiies of Dady Living
* Apphcaton of Modalmes (Hot
Packs Ice Packs. Massage)
* Suppon Assistance 10
Rehatiitanon Prolessionals
Evaluarons. Tests anc Com-
plex Treaiments

procedures for which they may

Results. ..
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have neither the time nor a b

ment mechanism to provide the service.
1t enables nursing to have eflective carry-
through on restorative procedures be-
cause f a trained RNA is assigned to per-
form only restorative care. then those pro-
cedures which often are ignored in favor
of “bed and body care” are a part of a par-
ticular individual's job description and.
therefore. are more tikely to be carmed

1.

Sumemary. Nurse managers in long-term
care are confronted with providing quabi-
ty care despite personnei shortages and
decreasing momes. Creative strategies
need to be used to move toward and‘or
2 nursing care focus that goes

One approach to providing ongomx
restorative care is 1o train nursing
assistants in restorative procedures. This
training is above and beyond the training
mentioned earlier. In thus training. one or
two nursing assistants (the number
depends on the size of the facility) are
carefully selected by the nursing admin-
istration for a four- to six-week lmnmg
period. during which the nursmg

beyond “bed and body™ services to one
of individualized, restorative care.

One such strategy is to use both
educative and adnumslnuve approaches
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and create a nursing prog,

Such a program has the advantages of hav-
ing educated staff. designated personne!,
and administrative support to carry out
procedures and protocols that make a dif-
ference in the evervday funcooning of long-
term care resid: 00N,

works directy with 3 phvsical th ist and

learns specifc non-skilled procedures and
protocols that can be carmied oul a1 the
direction of the physical therapist. The
restorative nursing assistant does not need
10 be under the direct supervision of the
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Copygme KT by - Wandering behaviors of confused elderly poopke pace considerabl 25 probl
The Cavontoiogeecd Socsty of Amencs for institutional caregivers.-Describad is a specific comprehensive program that wes
ke din an ¥ diste care facility/shilled nursing fzcility that resulted in a docrear?

- in problematic wandzring, an increase in patient freedom and safety, and an increzce in staff
shili and coenfort in handling wandering behaviors. Described are the program components,

problem idzntification, pr programs and appropriste i
: intervention, and staff mobilization.
Key Words: D ia, Alzhed s disexse, Behaviocal 1 nt, Nursing care, Confusion

A Comprehensive Staff Approach to

Problem Wandering"

The wandering behavior of the cognitively im-’

paired elderly is a frequent and serious problem for
the staff of acute and long-term care facilities. One of
the worst fears is that the individual may'wander
away from the unit or.facility, become lost, and be at

high risk for injury or death. Although statistics are

not available on how many injuries or deaths occur as
a result of confused wandering (Bumside, 1381), an
informal survey of staff members from a number of
- long-term care facilities has revealed that at least 20%
to 25% are aware of an incident which has resulted in
the serious injury or death of a confused eiderly

person. Yet few facilities have developed an orga-

nized, comprehensive approach to this problem.
* Wandering behavior has been poorly. defined.
Webster's - (1962) dictionary, presents a variety of

meanings for wandering,.such as to move aimlessly,

to go to a place by any way that suits the fancy, to
stray from home, or to go astray in mind or purpose.
. The wandering of confused persons often contain all
these components. Snyder et al. (1978) defined wan-

dering as a tendency to move about, either in a,

seemingly aimless or disoriented fashion, in pursuit
of an’ indefinable or unobtainable goal,. whereas
Robb (1985) defined wandering as “moving about
under one’s own volition into unsafe situations while
experiencing an impaired cognitive status.” Charac-
teristics of wandering include occurring without ap-
parent regard to envifonmental constraints or haz-
ards (entering into other’s territory, paying.no heed
. to traffic), having no specific-destination or an inap-
' propriate destination such as a childhood home, and
_occurring in individuals who have other.signs of
‘confusion such as memory loss or disorientation
(Hussain, 1983). Hussain (1985) identified four types
of wandering patterns: the exit seekers, the akathe-
1 . N - .

This manuscript was supported in pant by the Robent Wood johnson .

Teaching Nurking Home grant number 7571 i
1Clinical Specialist Menta! Health Nursing, Benedictine Nuriing Center,
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'keep them safe. . . .

}oanne Rader; RN, MN?

siacs, the self-stimulators, and the modelers. The exit
seekers are trying to leave. The reasons for leaving

,may be varied but their immediate goal is to go out

the door. The akathesiacs are restless, aimless mov-

.ers'who pace or fidget, whose wandering is often

secondary to prolonged use of psychotropic medica-,
tions,, as frequently occurs in the chronically men-
tally ill. The seif-stimulators may go to a door and |

" turn the knob but the purpose is to provide stimula- *

tion rather than to exit. The'modelers simply follow
others around. If the person they follow walks inside
the -building they will stay inside but if the person’
they follow exits, they will also. N
Presented are four specific approaches which were

- implemeénted with little extra time or cost at a rural

127 bed intermediate care and skilled nursing facility-
and which effectively increaséd the safety of patients ~

who exhibited problematic exit-seeking wandering - -

behavior: probiem. idéntification, prevention pro-
grams and activities, appropriate interaction, and
staff mobilization. No physical plant changes were
required and the intervention was applicable to both
integrated or segregated units. The ovérall goal of

these approaches was to allow cognitively impaired

individuals as much freedom as possibie and still

Problem Identification ~  ~ - k

" The first approach, early identification of potential
wandering behavior, decreased problem incidents
later on. Admission history was obtained from fami-
lies or by observing the residents during the first days
of their stay: If residents were physically capable of

- going out of an exit either by foot or wheelchair, and

had some degree of cognitive impairment or a his- -
tory of wandering, they were identified as potential
problem wanderers. .After this determination was
made, the problem was listed on their probiem lisv
care plans. ' v,

A special identification bracelet, labeled “cogni-
tively impaired — if lost please call (phone number of

The Gerontologist
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facility),” along with the name of the patient and
facility, was on the resident at all times. it was found
to be helpful to prepare several in case the resident
took them off. If taking them off continued to be a
problem, then a metal bracelet with a non-remov-
able clasp was obtained. Polaroid photographs (waist
up) were taken of the residents and placed in the
front of their charts along with height, weight, eye
color, and any other distinguishing characteristics. A
second photograph labeled with the resident’s name
and room location was placed in a designated place
by the time clock so that staff checking in each shift
were alerted to this resident as a p ial derer.
For 1 or 2 weeks following admission or problem
identification, staff assigned to potential wanderers
on each shift would introduce the residents to staff
on other units and departments so they would also
be familiar with them. Done clearly, yet with discre-
tion, the dignity of the individual was maintained.
For example, the staff person said, “This is Mr.
Smith. He's new here and he may need some help
getting adjusted. Please offer him assistance when
needed.” These individuals, who were quite physi-
cally able and appeared mentaily intact, were often

mistaken for visitors. .
Another way used to distinguish individuals as
ial problem ers was to place a red dot

maximum potential and decrease problem behay-
iors. Developing programs and activities that could
potentially reduce wandering behaviors required ad-
ditional education of stat and volunteers. It also
involved restructuring some existing activities, such
as bingo, from one group to two groups. A larger
group for those with little or no cognitive impairment
continued. A smaller, slower group, with one volun-
teer per two confused residents was developed. A
special new program was designed called SERVE, an
acronym for Self-Esteem, Refaxation, Vitality, and
Exercise, which consisted of music, exercise, touch,
and was designed and administered in a small group
setting for an hour three times a week. The program
was carried out over time by a variety of persons
including the author, housekeeping staff, volun-
teers, and students (Schwab et al., 1985),

Administratively, the responsibility ior developing
and carrying out activities specifically designed for
this group rested on many levels. It required that
personnel be freed from other responsibilities to
provide these services and make this need a priority.
On the nursing level it required that staff see that
providing activities and walking experiences for resi-
dents on a regular basis is not an extra, but a require-
ment as part of the care plan. This was done crea-
tively in small groups so that social interaction
b o

or small piece of red cloth ben the
shoulder blades for a 3 to 4 week period until all staff
were familiar with the residents. This alerted the staff

f also increased and the amount of
staff time required decreased. A clear sense of team-
work was required to get these programs installed.
All employees in the care setting needed to see

to redirect them into the building or‘io with them as
they wandered. Because this part of the inter {
marked the residents in a distinguishing way, it could
have been considered a violation of their right to
privacy. Th , the benefits were weighed care-
fully against the risks. it was necessary to consuit
with the families and gain their permission to carry
out these steps.

Prevention Programs and Activities

Estimates are that 50% to 60% of residents in nurs-
ing homes have some form of cognitive impairment.
What percentage are potential problem wanderers
has not yet been ascertained but it remains a signifi-
cant number (Robb, 1985). Activities specifically de-
signed to meet their needs may forestall some of this
probiem behavior. This group often has a short at-
tention span, is restless, is easily distracted, has diffi-
culty following directions, and does not do well in
more traditional group activities. As a result, wander-
ers often spend much of their time restrained in
wheelchairs or gerichairs with little or no structure or
activities. This not only increases the restlessness,
agitation, and confusion but also decreases their
physical strength, balance, and endurance.

Studies have shown that activities specificafly de-
signed for cognitively impaired can reduce related
problem behaviors such as wandering (Sawyer, 1983;
Schwab et al., 1985) and increase the resident’s phys-
ical and emotional well-being. Repetition, structure,
and predictability in the environment are critical in
order to allow these individuals to function at their

Vol. 27, No. 6, 1987

es as part of an overall program to ensure
safety and quality of life to the confused residents.

Appropriate Interaction

The third approach, choosing skillful interactions
and interventions, was based on the premise that
many problem behaviors among the cognitively im-
paired residents, such as wandering, agitation, and
combativeness, are the result of unskillful or unhelp-
ful interactions by caregivers (Bartol, 1979; Rader et
al., 1985). Much of how staff interacted with the
confused resident had been the result of trial and
error. In addition, staff had been told that Reality
Orientation was an appropriate intervention when
residents were disoriented to persons, time, place,
and events (Buckholdt & Gubrium, 1983; Campos,
1984; Nodhturft & Sweeney, 1982; Zarit, 1980). Be-
cause so little research had been done and so little
attention had been paid to which interventions are
heipful to this group, staff have often had few guide-
lines and little or no formal education about how to
work with the confused behaviors. This has resulted
in excess disability (Brody et al., 1971; Schwab et al.,
1985) for the confused resident. It is analagous to
olacing a blindfold on a totally deaf resident.

Staff added to residents disability (brain damage)
by interacting unskillfully, which, based on the
amount of brain damage present, resulted in more
problem behaviors than were necessary. By interact-
ing in skillful, individualized ways, the ““biindfoids’’
were removed from confused residents and they
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were able to functioh at their maximum potential.
Although the residents often became caimer and
more content through thoughtful interaction, they
often did not become more oriented to person,
place, ortime. . . R
One example observed of how staff created prob-

lems was when, they.told residents what they didn’t

want thém to do. If a group is told not.to.think ofa
pink elephant, they have to first think.it, then un-
think it. This is a complex cognitive process. Yet staff

" frequently gave-instructions: to, the confused, fesi-

dents such as, “Don’t go outside.” It was discovered
to be far more .effective and skillful to tell them
exactly, in $low, concise, and concrete. sentences
what staff wanted them to do (**Stay in the building,”
or, “Walk over to me”’). A nurse’s aide told of assist-
ing a female resident with Alzheimer’s disease to
bed. The resident was dressed for bed and the aide

" -told her to, “Come hop into bed.” The woman
“walked over to the béd, tried to hop. and then ;.
looked at the aide and said, /I can't.” Residents aiso

trequently pulled fire alarms because they say “Pull.”

_The subtlety of the “in case of fire” is lost to them but.
the instruction “Pull” gets through. Therefore, staff
were taught to’use nle, ar ]
structions if they wishied the confused residents to
function at their bést. ;| . : : :

" On' 2 nonvérbal.level, staff 'were educated that
their attitudes and moods are contagious to the con-
fused elderly. Because of impaired language func-
tion, residents might not understand the meaning of

words staff use. They seem, however, to be acutely’

sensitive to the moods .and_attitudes of caregivers -
(Bartol, 1979; Buinside, 1981). Attimes, in attempting .
-to dress a resident, a catastrophic reaction’ (Mace, -

. 1984) occurred and resulted in the resident grabbing

_onto the caregiver's hair. If the caregiver responded -
inanger and tried to pull away, the resident’s distress, ..

“was likely to increase.and cause him to tighten his.
"grip.'If instead, the caregiver recognized the action
as a result of too many demiands on the resident and

also that the caregiver's mood was contagious, she -

chiose'instead to calmly-place a hand on top of the
resident's; told the.person gently anc calmly to,
“Open your hand,” or, “Let go of my:Hair.” Gently

.. stroking the, resident’s hand, if possible, further re-

~duced the stress and allowed him to relax and let go.

_“Another helpful approach was to identify the con- "

fused resident’s agenda behavior (Rader et al., 1985).
Agenda behavior is the planning and behavior which
the cognitively impaired clients use in an attempt to

", meet théir felt social, emotional or physical needs at

a given time. It includes the client’s plan of action

- and the emotions or needs_related to, the plan of

action. Commonly the staff attempted to force their
own agenda or plan of action on the confused resi-
dent while ignoring the resident’s agenda. This re-
sulted in increased problem behavior. In the case of
wandering behavior, it was discovered that by aliow-
ing the resident to play out his agenda of ieaving the

. facility (accompanied by staff), a stafi person de-’

" creased the frequency of their leaving or eliminated
that behavior with little time expenditure. if the resi-“

concrete, simple, and exact in- .

dent was thwarted in hi's.attempt to IeavE (his
. da). h b

genda) ever, he often ¢ d 10 play this
out until he was physically or chemically restrained
to prevent the behavior. During this time he may
have become very agitated, hostile, and combative.
It took a great deal more staff time and energy to

handle this behavior than it did t6 accompany the |
resident outside for perhaps 5 to 15.minutes. This ~

approach required that the problem of the wander-
ing.resident .not be assigned to one aide only. it -

became the responsibility of the entire staff. If and

when the resident attempted to leave the-building, .
and no one on the nursing staff was free.to accom-,

" pany, the individual, then someone from ancther

department (dietary, administration, housekeeping)

" was called upon to assist. :

_ Another aspect of dealing with residents’ problem-
atic agenda behavior of wandering was to identify the
feelings and needs that underlay the behavior. Fre-
quently, prior to attempting to leave the building, a

~. female resident would calmly announce to the staff
-that she had to go home to fix supper for spouse;and
- children. At this'point the staff was instructed to try ~

10 distract the resident by asking questions about her "~

children, family or what kinds of things she liked to
cook. Also they could compliment the resident on
what' a good cook, mother or wife she had been. "

| These approaches addresséd the needs of being use:
ful and of being with familiar people. When residents

were attempting.to go home, often that home no
longer physically existed. It appeared that they were
trying to return to a state of mind rather than to a
physical plice. Therefore, getting the residents to
talk about their family brought the family or home to
them and lessened their need to go somewhere else..
This approach was in stark contrast.to traditional-

" Reality Orientation (RO), that is, orienting the indi-
vidual to the fact that their spouse was dead and their .. -

v

children were grown and far away. With selected -

. individuals RO may be helpful, but by and large, for

the chronically cognitively impaired, it appeared that
if staff bers oriented themselves to the resi-
dents’ agenda and .needs, the outcome was. more
helpful and resulted in' a decrease in problem behav-
iors. One. particularly Ppoignant incident occurred
with.Mrs. D. This 88-year-old woman suffered from

- Alzheimer’s disease and Parkinson’s disease but was

still ableé to walk unaccompanied for short distances -

with a walker. She had been a resident fof 9 months
and had only attempted to leave the building on one

. recent previous occasion. ‘At that time the staff at-

tempted to and did stop her, which precipitated 3

‘days of.agitated, restless, and angry behavior. Four.

8

days later on a sunny but cold winter day she again
istook it to be ar and felt ¢ {led to return
to her apartment to visit her sister and to work in her
garden. At first the staff tried to dissuade her because
of the cold. Nothing that,could be said would con- .
vince her, however, it was not summer. 50 she was’
accompanied outside. She was allowed to travel the
direction she wished. The staff person merely fol-
lowed her lead and provided safety information as
needed. Several times Mrs. D. tried to convince the

The Gerontologist ,
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staff person to go inside as, “It was cold and no sense

carried out as soon as a resident was thought to be
issing from his unit, It involved all staff persons in

in two of us being lost.” The staff member assured
her that she had the time and was willing to be lost
with her (not an easy thing for staff to do, t}u( a
critical point). She was becoming fatigued, chilled,
and bewildered because she didn‘t know in which
direction her home lay. On noticing this the staff
member asked if she wished to go inside to warm up
and rest, with the assurance that if she wished to she
could return to her searching. She willingly went
inside but was in an unfamiliar end of the building.
As the staff member and resident were greeted by
name, she turned to the staff member and asked,
“Do you know these people?”’ Skillfully the staff
member replied, “"Yes, and | can take you to a place
where you will recognize people and things. Would
you like to go?”” She responded affirmatively. At this
point a real sadness was coming over her as she
began to realize her disorientation. As the two
walked to the end of the building near her room, she
recognized some of the staff and as she approached
her room said with great surprise, ‘There’'s my
room.” She then turned to the staff person and with
great fatigue and sadness on her face asked, “What
should | do now?” She was told to rest on her bed
and that supper woulid be brought to her shortly. She
said, “Thank you,” and fell asleep. She had no agita-
tion or restiessness following this episode and this
exit seeking behavior did not recur for many months.

This approach was repeated many times with dif-
ferent staff and residents. Key points were allowing
the residents to play out their plan, identifying the
point at which they might be open to suggestions to
change their plan and accept guidance, and identify-
ing a way to allow them to re-enter the facility and
still save face. When the residents began to be aware
of their disorientation, it had a much different effect
than it did when the staff was correcting them or
making them angry. At this point, they were often
very open to a new plan of action and welcomed
suggestions that were supportive, guiding, and not
corrective.

Staft Mobilization

All three areas described were designed to de-
crease the risk and frequency of the resident getting
lost or wandering out of the facility. it was the staff's
experience that, when implemented, these ap-
proaches significantly decreased the incidence of
exit-seeking wandering. When the behavior did oc-
cur, however, it was necessary to have a swift, com-
prehensive, facility-wide method to mobilize staff to
look for that individual. Wandering had been identi-
fied as a potential life-threatening event, much as
fires have been. It made sense then to look to the
concept of fire drill procedures to develop a proto-
col

The Benedictine Nursing Center developed a pro-
cedure called “Code 10,” which was loosely based
on the fire procedures. The purpose was to find the
resident as quickly as possible and maintain the dig-
nity and privacy of the individual. The procedure was
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the building. The outlire of this procedure was as
follows:

1. The nurse from the missing resident’s unit alerted the
staff by using the overhead page and saying, “Code 10.
Will (missing resident’s name) please return to team
(name of unit resident is from).” Code 10 was a signa!
for all staff to listen because someone was missing, The
name and unit told the statf who was missing. If they
didn’t know what the person looked like, they calied
the unit and got a description.

Staff on all units searched their areas thoroughly and
systematically. After the area was searched and the
resident was not located there, the staff used the over-
head page to say, “Unit all clear.” tach area
reported. If the resident was found, the nurse on the
unit said, “Code 10, all clear,” which aierted the staff
they could resume their previous activities.

If the resident was not found inside or directly outside
the building the person in charge was to immediately
contact the police or fire department and give them the
picture and description from the front of the chart.
When and at what point the family was to be notified
was to be a case-by-case decision.

The Code 10 procedure was easily implemented.
Because a missing resident in the building was a
frequent occurrence, there has been no need to
have monthly Code 10 drills, as is done with fire
drills. With this procedure considerable time and
effort was saved and residents were swiftly located
within the building. The incidence of outside, unac-
companied wandering greatly decreased, as has staff
anxiety concerning this issue. It was never necessary
to contact the police, fire department or notify fami-
lies. .

[

w

Summary

Particularly focused upon was the exit seeking
wandering behaviors because they are often the
most problematic for the staff and most dangerous
for the residents. Four approaches were presented
which have been found to effectively increase the
safety of the patients and which required little extra
time or cost. in the 3 years this program has been in
effect at the Benedictine Nursing Center, the staff
has experienced an increased sense of mastery and
skill in dealing with confused residents. There have
been fewer combative episodes and staff injuries.
The standard of care now is to go with the resident,
both physically and emotionally, rather than trying to
present reality or resort to physicai restraint. Resi-
dents have benefited by increased physical freedom,
validation of their feelings, and a decrease in the use
of psychotropic drugs to control behavior. Those
resicents who do wander are quickly located, usually
while still in the buiding. There have been no inci-
dents of patient injury as a result of wandering.

The confused elderly have the right to skiilful and
thoughtful care. They have the right to be as free
from physical and chemical restraints as is humanly
possible. The staff that cares for these individuals has
the right to supportive policies and helpful educa-
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tion and information. These four approaches provide
a comprehensive way to deal with the complex prob-
lems of wandering. They require a team approach
and flexibility. They requnre staff educanon and com-
mltmem as well.
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APPENDIX 2
Item 1

SkilL-Care 167 Saw Mill River Road, Yorkers, New York 10701
CORPORATIO (914) 963-2040
800) 431-2972
FAX (914) 963-2567

December 12, 1989

Senator David Pryor

United States Senate
Special Committee On Aging
Washington, DC 20510-6400

Dear Senator Pryor:

Thank you for having provided me with the opportunity to speak
before the "Untie The Elderly"® Symposium. Although I do not
believe that the opinions expressed at that symposium represented
a consenus on the matter of restraints, I do feel that there
definitely are issues that must be examined in regard to the use
and misuse of restraints. Therefore, for the record I would like
to submit the following case for the need for responsibility, in-
put and options in the matter of determining proper policy and
practice in the use of restraints.

Responsibility for patient safety, comfort, health and dignity is
shared among caregivers, providers, advocates of restraint-free
facilities, lawmakers, and manufacturers. Facilities and the
professionals who run them have the responsibility -medically,
ethically, and legally- to follow the very reasonable and humane
requirement set forth by the Health Care Financing Adminstration
which states that "The resident has the right to be free of
physical restraints imposed for the purposes of discipline or
convenience and not required to treat the resident's medical
symptoms.” While limiting the possibility for abuse, this rule
acknowledges that there are conditions under which these devices
may be necessary. Caregivers, therefore, have the responsibility
to examine all alternatives to restraints and use their profes-
sional judgments to make informed decisions as to when and in
which specific cases these alternatives may be used.

Advocates of restraint-free facilities must go Dbeyond merely
calling for additional legislation -legislation that would
eliminate restraints all together. They have the responsibility
to provide caregivers with concrete and realistic alternatives
that they can consider, evaluate, test, and compare. Providing
broad, non-specific answers to important concerns about patient
safety 1is an evasion of responsibility. Telling providers -as
Untie the Elderly did in its August 1989 newsletter- that
"Alternatives must be tried until something works”™ is a risky and
unsatisfying suggestion. One way to exercise this responsibility
is for Untie the Elderly to contact manufacturers of restraints
and discuss with them options that may already exist, or explore
the possibility of developing options that can be introduced to
providers,

We manufacturers have responsibilities, too. Among them is the
need to monitor the ways in which our restraints are applied.
One of the most frequently used devices is the cross-over vest.
It was determined that many restraint-related incidents were the
result of this vest being applied with the opening to the
patient's back. This was common practice because caregivers were
unaware of the danger that this manner of application presents
when the neckline 1is placed too close to the patient's neck.
Therefore, as part of our instructions and educational materials,
we have included warnings against this method of application.
Such warnings plus the availability of proper in-service in-
struction will reduce restraint-related incidents.

2 - .
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We manufacturers have the responsibility to provide comprehensive
in-service matrials to make certain that those who select and
apply these devices do so correctly, Our Competence-Based
In-Service Program not only provides videotaped instruction in
the use of these devices, it includes a method for competence
“evaluation as well. The instructor's manual contains the forms
for hands-on evaluation procedures that trainees must pass before
they can.be considered competent to apply safety devices.

Manufacturers also have the responsibility to listen to health
care profess1onals and work with them to,design alternatives to
some kinds of restraints. In consultation with these
: profess1onals we have developed alternatives to restraints that
can and do work for certain patients. There are several,
however, space limits us to presenting only a few. These will be
discussed a little later on. - -

An additional responsibility that we manufacturers have is to
inform providers of possible misleading information that may be
offered -albeit unintentionally- from organzations like Untie the
Elderly. Specifically, they are telling providers that there are
no known reported U.S. cases where the failure to use restraints
was ~ the basis of successful litigation, thus, providers are less

likely to face law suits by not using restraints than by using
them. This stands . in contradiction to the experlences of
insuranceé companies that warn that hip fracture among the elderly
is a common reason for litigation, and that plaintiffs’often base
their allegations of malpractice on the failure to - order
restraints., Based on the experiences of . insurance companies,
Untie the Elderly should.examine more closely the matter of
liability based on use or nonuse of.restraints.before offering
such adv1ce. -

Lawmakers have the responsibility of drafting and enacting the
laws that will form the basis of the ways in which'we will care
for our elderly. To properly discharge that responsibility, ‘it
is wvital that all informed points of view are solicited and con-
sidered before any decisions are made and policies formulated
that would affect the range of options from which nursing care
professionals may choose in determining the best and safest ways
to care for their patients. PFailure to establish a consensus on
the issue of restraints may lead to policies that could threaten
the safety of aged patients. Lawmakers -indeed, all of us- need
more information about restraints., We need input.

A comprehensive review of the literature dealing with restraints
.appeared 1in- the January, 1989 issue of the Journal of the
American Geriatrics Society. 1In it the authors note that "Since
1980 the literature regarding restraint use with the elderly has
increased markedly. Actual research on physical restraint = is,
however, sparse...." Indeed, Untie the Elderly echos this. The
Small Group Notes from their August ‘9, 1989 planning meeting
state "Very - little research has been done on the issue of .
restraints up to this point.” They go on to 1dent1fy these areas
for such research:
' Impact. on patients. -
Are there some individuals who need them?
Are there some conditions that warrent their use?

The call for impartial research in this matter also comes . from
Dr. John Blass, the Chairman of the President's' Committee on
Alzheimer's "Disease. His concern' is that failure to 1look
carefully into  the issue of restraints as they apply ‘to
Alzheiner's patients may place them at substantial risk.

These calls for ~research —-for more input-- are well taken.
Until that research is in and evlauated, none of us <can be
certain of what we need to do in order to establish a .rational
approach toward the use of ‘restraints with the elderly. ’

Input must come from well-designed research, fron -
facilities with diverse -  patient populations and staffing
- conditions, from risk managers, from manufacturers, and from
patlents and their families.
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From input we can develop options. I want to speak specifically
about some options that Skil-Care offers. Our company takes a
minimalist position on the issue of patient safety aides. We
believe in using the least restrictive device possible to meet a
patient's safety need. For example, sliding out of wheelchairs
is a problem one encounters among a good number of nursing home
residents. For some, a wedge-shaped cushion is sufficient to
prevent sliding. If, however, this is not sufficient to keep the
patient properly and safely seated, a special cushion with a
saddle-like pommel may be required to prevent sliding. And if
this doesn't work, the patient may require a restraint-type
device with a crotch pad to control sliding. We developed these
options by working with caregivers whose input, suggestions, and
testing evaluations were instrumental in arriving at their
designs.

Many patients require no more than a simple wheelchair belt. For
those who can get up and walk around unassisted, an easy-to-open
belt with a Velcro-type closure is the answer. These patients
can have both a sense of safety and autonomy. Other patients,
though, should not walk about unassisted and this easy-to-open
belt may invite injury. That's why we also offer various types
of belts that tie behind the wheelchair, out of the patient's
easy reach. The caregiver should have the option of selecting
the appropriate belt based on his or her personal knowledge of
the patient's capabilities or limitations. 1Is this an option we
want to eliminate?

I would 1like to conclude my remarks by again quoting from the
article in the Journal of the American Geriatrics Society. Its
authors explain:

With an increasingly frail aging population, situations where
elders appear unsafe, uncooperative, or noncompliant with care
become commonplace. The need, therefore, to balance autonomy,
patient safety, and quality of life will be essential. A re-
maining challange in meeting this need for patient care is

the development and testing of alternatives to physical re-
straints.

This is indeed a responsible statement that calls for inputs and
does not 1limit options. We in the health care products
manufacturing industry accept this as our goal.

Yours truly,
SK, CARE [ ORPORATION

L e

Arnold Silverman
President
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B UNITED STATES SENATE SPECIAL COMMITTEE :ON AGING .

“WUNTIE THE. ELDERLY: QUALITY CARE, WITHOUT RESTRAINTS"
: e . December 4, 1989 . ! :

¢ . . & -
t M

Ladies and Gentlemen. My name i5 Fred- Watson. 'I serve-as-the Administrator

of Chrxstxan Cxty Convalescent Center,' a 200—bed faclhty located at 7300 Lester

Road,“Atl‘anta, GA 30349, I am also here as .a member of . the Amerxcan Health

Care Assocxatxon, an organxzanon that represents almost 10,000 fac111t1es in

the country. k4 apprecxate the opportunxty to -share 'my perspectxve on the

subjec"t of restraints. Hopefully, this symposxum w:.ll begm to lead our nation

and ‘our ‘society to an acceptable means of provxdmg Qualn:y of Life. and * safety

) . . . <
in all health care fac:.lxties. . et o,

Our culture and socxety has not been wxllmg to deal wlth thxs matter, so
. i . .
health ‘care provxders, physxcxans, nurses and those who pay for health care
. have responded in t:he best and most prudent means available. to prov1de safety
i -

to ‘the resldents. Are we ready to change many years ‘of . us)nq restramts?

Is there a better way? I belleve that: when . a better optlon is avaxlable,

when the Amerxcan publlc demands a better opt:.on and 1s wlllmg .to pay for

the needed_ resources, we will see changes If removing restraints or safety
. BN .
devices .is the answer, we must have alternatxves.. Administrators and nurses

. . . . . L .
are caught in.a vice between consumer and regulatory pressures to reduce restraing:s,

on"v one hand -and the surveyors and famllxes notxng the 1nc1dents of fallsv

and injuries resultlng in punxtlve or‘legal action agamst them Regardless

i
of what is reported here today, famxlles “and attorneys "are prepared to sue,.\f

safety and protective devices'are not used. . M-

o .

this subject numerous times with our resident councxls and family counc1 S

IThey, the resldents‘and famllxes, tell us they do not want these safety belts
i

R

N and dev1ces removed. You will also hear many reasons why restraints .are’ used,

Ebut I can assure you that safety is the primary- reason. . True, safety can

‘be obtained without restraints,’ but there must be more resources and there

'must be an awareness from everyone- concerned to take a few rxsks in the 1nterest

" of an overall Quality of Life. There. must be an acceptance of ‘the fact that®

. there will be more falls and injuries, but clearly, that may be within the

rights of the resident to be free from restraints. ,

" About 40\' of the residents in my facility have safety devxces wWe have discussed .
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We recently had six nurses from Manchester, England, visit our facility -in

a nurse exchange program. They told us that you must give the resident the
right to fall. They also summed up the major difference in our two countrys'
philosophy on the use of restraints in two words: "culture and, litigation".

In England the public accepts the reality tha!: frail residents will fall;

also, there are no law suits against the nurses or the facility. These nurses

all practice in facilities where there are no private and semi-private rooms.
/

The care is delivered/ in 8 to 10 bed wards, large open rooms where the nurse

can closely observe the residents. If a fall is about to occur, it can usually

be prevented.. 1 do not believe our American public would be willing to give

up the privacy and superior accommodations provided in this country.

We in the nursing home industry believe it would be a mistake to pass legislation
or mandate that no safety restraints be used. HMore regulations and more legislation
are not needed on this subject. We already have new regtlations concerning
the use of restraints that will be implemented October 1, 1930. Let's try
to implement what we have. This is an emotionally-charged issue and is a
common practice in most facilities across the country. I do not believe it
would be wise to go against the experience and judgment of these experts without
having tried and proven alternatives. It is a complex problem that cannot
be solved in the halls of Washington, D.C.

WHAT CAN BE DONE?

o I believe restraints should not be used unless absolutely necessary,
and when necessary, the physician, the family, the nurses,
professionals and the resident should make that choice - not
a regulation.

© I believe the need for restraints should be constantly re-evaluated.
Emergencies or medical situations will always occur that may
warrant the use of restraints.

o Environmental changes should be considered on new facility desig‘n,
but older facilities should not be required to make such changes
without adequate funding to do so.

o Nem\technology should continue to be explored to find alternatives
to r\esttaints. We have some at the present time, but more needs
to be done.

o We must change the public's attitude about expectations and current
practices in health care facilities.

o Better education of staff, families and the public.

] Increased communication with families and residents about care

i’
and the use of tes'traints.
.
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R . , issue out’ of the courts

- hospital, but” not acceptable in’ the nursing home?
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o | Do not, . take . the physician out ‘of the  restraint decision making. -
R . R . Y 7 L

The new requirement's_‘rpublishe‘d February 2, 1989, do not requi"re

.a physxc1an s order. ‘. . ..

o - Restramts or, the use of “them, should not be a legal issue.. 't(‘hé

“a cu

care, or ‘vlack of care; should be the issue. Take <the restraint
B . . .

‘o ;-Fihally, ’I.have not spoken much of resourceSvand funding, but

. most —facilities are faced vuth a lack of' available ‘personnel

T to . work in 1ong term . care. 4Most states only remlburse facxl:.ues

fo"r"i approx;mately 2.5.‘,_‘h'ou'rs of care per day.. . This .is very

inadequate 'and. I-,must ! admit, it ccntrxbutes greatly tc whether
:'or'not a restraint 1s used. If a fac:.hty has 50 tesnients on

. a »wing and 20 to 25 have to be - fed at ‘meal time with only ‘three

or. four . personnel on"duty,. “how can .41l confused -or “'wandering

.'vresxdens ‘be superv:.sed for -safety? At 1east a 4.0 stqffing' "

is consensus that. would - be a mmxmum. Thls change alone would
n KN
* . . cost b).llx.ons of "dollars to “implement, and the_nh 'only if we' could
- . . .

fmd sufflcxent numbers of staff to f111 the! posxtmns. - In' my

‘state, the average, rate of . «relmbursement is. $40.00" per‘ day -
less than the cost, of an znexpensxve motel.ré m. . Our state cannot

afford to pay for .a ‘restraint-free environment.

N ' . - LS

I..have heard ‘it said that if’ a hursir‘fq ‘héme cannot meet the needs "of"the'

resident without restraints, they should get” out, of the busmess. Th1s.solut10n

may not ‘be practxcal due to the ever 1ncrea51ng demands for more and more

beds ‘over the nex't decade.  We have many facilities that use testramts dnd

provide excellent care R

res:.dents transfezred to our facllltx_es wWhat hap;iens in that  15-minute
ambulance dzlve to the nursing home where a restraxnt was acceptable ‘in the

Last month’ the Journal of the’ Amerxcan Medxcal Assocxanon publxshed a study

"that the typxcal nursmg home resxdent over-the age ‘of 85 11kely suffezs

from Alzhgimer'_s.disease.' Many of these confused or frail elderly must'be
pfote‘z':’ted from fallg ané wandermg. Without proven alternatives, the issue
of safety anc; Quality of Life w111 become even more ser'ious-than. ir._ is todéy.
we,.ha\{e a éomplex probl;em. Symposiums'such as this'will help us. deal more
effecti\‘relly with the situatit;n, and I encourage everyone to include t};e care~

givers and providers in any decisions for the future.

Thank you for the oppor.tunity to appear before you.

ratio is needed for a restramt -free env1tonment. I think* there—'

'-Alsov, most hospitals use restraints on the same’
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"UNTIE THE ELDERLY" - ADDITIONAL COMMENTS AND RECOMMENDATIONS
Fred A. Watson
December 4, 1989

Not opposed to what the Kendal Foundation is trying to accomplish.’ Many

nursing homes are already attempting to reduce restraintds

According to HCFA data, there are already over 1,600 facilities with less

than 20% use of restraints. (Average is 41%)

We just cannot one day remove all restraints. HCFA's new regulations, through
the new assessment and care planning guidelines, will allow the facilities

to gradually reduce and eliminate unnecessary use of restraints.

Some of us in the industry feel it will require more staffing. Even a minimum

of one additional nursing hour will cost approximately 1/2 billion dollars

per year.
There is more study needed. Some states have already had cases involving
restraints. In Vermont, the State Supreme Court ruled as follows: "Insofar

as restraints are used to enhance the safety of the home's residents, and

the method used is humane, the statute does not permit their total prohibition."”
In fact, HCFA has termed the use of restraints in some cases as "enablerfs".

A Wisconsin malpractice case dealt with a resident who fell out of a wheelchair.
The patient claimed that the home was negligent for not tying him into the

wheelchair. The court held the home negligent.
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There is a fine line between restraints that help the batient and those 'that

harm him. . ' . , . L.

* RECOMMENDATIONS: - :
R Continue awareness and public education of this issue. s
2. Reduce or prohibit : litigation of’ the issue of whether to restrain

or not to restrain. .
3. Delay any’ further regulatlon or leglslat1on unt11 after the. new regula—
tions to, be lmplemented are.in effect for at least one year to detezmlne 5

if positive results are obtalned.

4. Conduct and fund a management pflot;stuoyPencompassing a cross section

of the nursing homes in‘ the country working with consumers, providers
and regulators. The, purpose would be to 1dent1£y.

| . ©° Factors to help thh lnterventxon toward zestraxnt free env1ronment. . -
e o .What happens to levels of‘nur51ng staff and the cost ‘of servxce..v

o  Study the‘impact of relationships w1th physlcxans and familijes.
NS o What implications for -building design.: - |

5

0 .Implication_on.litigation and how it affects management behavior. L

-]

Attitudes toward resident ‘autonomy.

-]

.. - . N : i)
" Effectiveness or ineffectiveness of restraints to prevent accidents
and injuries. ’
. s T PO L Lo

-3 ‘Identlfy satxsfactory alternatxves.

o Development of re51dent data base to document affects of restraint

use. © ' B
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Item 3

UNTIE THE ELDERLY: QUALITY CARE WITHOUT RESTRAINTS
A National Symposium Co-sp ed by the US
Senate Special Committee on Aging and
The Kendal Corporation

Legal Issues Involved in the Use of Restraints:
Analyzing the Risks

Alan Reeve Hunt, Bsquire
Montgomery, McCracken, Walker & Rhoads
3 Parkway - 20th Floor
philadelphia, PA 19102
Health care institutions may abandon the use of
physical restraints without incurring a significant risk of
being sued for malpractice. There are few precedents
supporting successful malpractice claims against long term care
facilities based upon a failure to restrain. In fact, the
striking conclusion from an examination of cases involving
restraints both in nursing homes and hospitals is that the use
of restraints has produced more successful law suits than non-
use. Moreover, the strong trend of Federal regulations to
1imit use of restraints makes it even less likely that a
failure to restrain will be held actionable in the future.
(See particularly new Health Care Financing Administration
Rules and Regulations, 54 Fed. Reg. 5363 (1989)).
why have there been so few cases holding that
injuries resulting from falls or from wandering off premises-
the two most frequently cited justifications for the use of
physical restraints- could and should have been'prevented by
the application of restraints? A primary reason is probably
the lack of economic incentive to actively pursue such law
suits. The amount of damages plaintiffs may anticipate
recovering based upocn injuries to or even upon the death of a
frail elderly person without earning capacity is modest indeed.
Another reason is the difficulty of establishing a
causal connection between the failure to restrain and the
injury. In the few cases decided there is a clear recognition
by courts of the natural propensity of the frail elderly to
f£all or to wander, with the implicit suggestion that accidents

are, sooner or later, inevitable.



198

Moreover, courts in several cases have avoided a
holding based on a failure to restrain and have instead found
that the facility has failed to meet a reasonable standard of
care which insured the safety of the patient. Some very fine
line drawing is necessary. In Horton v. Njagara Falls Memorial

'Mm, 380 N'.Y.S‘.Zd 116 (N.Y. App. Div., 1976), the
court attempted to draw the line:

[Wihile the fact that the hospital staff

followed the instructions of the patient’s

attending. physician on the use of restraints may

protect the hospital from liability on that

issue (assuming the physician was fully informed

and that the hospital had no reason to believe

that the care was inadequate), it is not

conclusive in matters in which the hospital has

a separate and independent duty to the patient.

The duty of the hospital to supervise the B

patient and prevent him from injuring himself

remained, even after the physician’s

instructions were given, and the court’s charge

properly instructed the jury on this w '

responsibility. Id. at 120. . .

In, ﬂgx;gn the hospital was found neqligent in its
duty to provide reasonable care to a patient whose' capac1ty to
care for himselt was. limited, not in its failure to restrain
the patient. . . . . ‘ : »

‘Two Louisiana cases address the ‘igsue of the sténdard
of care for patients known to be-contused and 1ncapab1e of .
caring for .themselves. . In Bs_:x_z._&exm_usngx_mgim
HM 483 So.2d 534 (La. Ct. App., 1985) and Fie ;g v,
s_gnisz:_c_i_tiz_nﬁ_cgns_e:._ms, 528 So.2d 573 (La. Ct. App.,

1988), nursing homes had reasonably responded to theiditficulty
of caring.for the ppﬁfused, wandering patient by installing
"alarm systems. In both cases, the systems'were_not»operating
at the time of the injury. Addifioﬁally; the physical layout
of the buildings-made it difficult to keep patients under close
observation. | o ' » SN
Althdugh the family\eemhers in Eiélgg were aware
that indivigdual supervision wculd not be provided, and in fact
had signed a release, the facility was.found negligent in its
care of the decedent. The release was héld inadmissible.
wWhat becomes evident in these cases and in yet
another Louisiana case, McGillivray v. Rapides Iberia
ﬂgngg_n;_zns_emzim 493 So.2d 819. (La. Ct. App., '1986), is
an unwillingness on the part of the court to hold that there
' was a duty to restrain. Rather, the court emphasizes the duty
to supervise and provide reasonable care. If the facility could

have met this standard by a properly operating alarm system or
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by proper supervision, then negligence lies in the improper

performance of those duties, not in the failure to restrain.
McGillivray emphasizes this distinction in italics: "The

The new HCFA regulations on the use of restraints
powerfully reinforce the hesitancy of some courts to base
decisions on a failure to restrain. Regulations narrowing the
area in which restraints are permissible create an environment
in which it is difficult to demonstrate that physical
restraints are the norm and that their use constitutes accepted
good practice. The regulations issued by HCFA in February,
1989 (mentioned gupra) say:

The resident has the right to be free from any

physical restraints imposed...for purposes of

discipline or convenience, and not required to treat
the resident’s medical symptoms.l

The Interpretive Guidelines (which provide guidance
to surveyors) focus on an analysis of the reason for the use of
the restraint: discipline and convenience or as an enabler to
assist the resident in attaining and maintaining "the

resident’s highest practicable physical, mental or psycho-
social well-being.® Interpretive Guidelines - Skilled Nursing

Facilities and Intermediate Care Facilities, at P-52. Less
restrictive measures must be considered prior to using physical
restraints and the facility must have evidence of consulting
with health care professionals regarding this use.

The Guidelines do not allow the decision to use
physical restraints to be made unilaterally by the facility.
The use must first be explained to the resident, family member
or legal representative. If the resident, family member or
legal representative agrees to the use (and this should be
documented), the restraint may only be used ®for the specific
period for which the restraint has been determined to be an
enabler.” Id,, at P-51.

1 aAlthough the regulations do not mention physician
approval of the use of restraints, the Oanibus Budget
Reconciliation Act of 1987 includes a requirement that
restraints be used only to insure the physical safety of the
resident and only upon the written order of a physician
specifying "the duration and circumstances under which the
restraints are to be used.® Thus while a physician’s order
continues to be essential to the proper use of a restraint, it
is plainly not conclusive if other standards for proper use are
not met.

r
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Where restraints are used, -the emphasis in the
Guidelines is on the use of rastriints as a therapeutic part of
a comprehensive care plan and on the doéumentation of the need
for restraints'tnd re-evaluat{on of that need.

Where nursing homes have been found liable in cases
where restraints were used, the liability has been founded on -
lack of supervision or 1nadequate or inappropriate use of the
restraint. -

. .
Ing., 249 So. 2d 4 (Fla. App. 1971), a patient was injured when
left unattended in a vest restraint. Lack of supervision,
rather than misuse of a restraint, was the pivotal factor in
finding the nursing home liable since regulations required
extensive supervision of a patient on restraints. See 'also
Golden Villa Nursing Home, Inc. v. Smith, 674 S.W. 2d 343 (Tex.
App. 1984) (failure to supervise a patient known to wander).

- Misuse of a restraint and tallure to obtain physician
approval for its use was the basis of nursing hone liability in
E1gm1ng_!*_Exingg_gggxgg_g_gggn;x 277 Md. 655, 358 A.2d 892
(1976) . Nurses applied an inadequate restraint without
physician approval The patient driven by a "psychotic"
desire, escaped from the restraint and suffered a fatal Eall.
See also M‘ V. §‘g;g, SOIN.Y. 2d 342, 183 {llgc. 674 (1944)
(inadequate restraint of a manic-depressive patient); .

S 'e S| C, O es
P__nningx_gn 189 Okla. 170 114 P .2d 943 (1941) (hospital found
negligent in the type of restraint applied) and Northrup v, ,
Archbishoo Bergan Mercy Ho pjtal, 575 F.2d 605 (1978) (failure

© to adequately restragn, secure an@ supervise patient}). '
A recent Alabama Circuit Court decision (unreported)
held a nursing home liable for the death of an eighty-six year
old woman. A “safety vest® was applied backwards, ané the
decedent slid down in her chair and strangled.. The trial -court
awarded the plaintiff 2.5 million dollars in damages against
the owner of the facility, but dismissed the complaint as to
the manufacturer of the restraint. Motions for a new trial
‘were denied and the case is on appeal. Ruby Davis ag Executor
o 1 u ‘ 56
Center, Vari-Care, Inc. and the J i Posey Company. (June 19,

f

1989.)
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An exception to the prevailing trend of the decisions
is Kuiawski v, Arborview Health Care Cepter, 139 Wis. 2d. 455,
407 N.W. 2d. 249 (1987) a decision in which the Wisconsin
Supreme Court held that the jury could determine without expert
testimony whether restraints should have been used. While the
decision was not a verdict for the plaintiff, but rather a
determination that there should be a new trial, the case was
settled before the second trial. The settlement figure is not
available but it’s fair to guess that the settlement amounted
in practical effect to a plaintiff’s victory.

In an unpublished U.S. District Court opinion in
1987, a government hospital was found negligent for failing to
restrain a patient known by the staff to eat inappropriate
objects. The patient choked to death on toilet paper and paper
towels. Expert testimony was used to convince the judge that
use of restraints is standard practice in the care of such
patients. In light of the HCFA restraint regqulations and
Interpretive Guidelines, it is doubtful that the use of a
restraint as standard practice would be upheld today.

Health care institutions will not be entirely
conforted by the assurance that they- or their insurance
carriers- are likely to win any malpractice suits brought
against them for alleged failure to restrain. What matters
most, from the stand-point of institutional morale and public
image, is that law suits against the institution not be brought
at all.

Institutions which have abandoned the use of physical
restraints, or which have never used them at all, do not
report- and this is wholly anecdotal, based on asking the
question to a number of audiences of health care
administrators- that claims have been made. They strongly
advise, however, that the risk of suit may be greatly lessened
by:

1. Making clear to patients and to ﬁheir
families from the outset that the institutional policy is non-
restraint; people who are uncomfortable with this must be
encouraged to look elsewhere.

2. Bringing the patient’s family or others
charged with protecting his or her welfare into developing care
plans for the patient which specifically negate the use of

restraints.
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3. Btinging the attengipq physféian into

cooperation with care plahs.

4. 'Maintaining extra and unremitting vigilance

. to keep the premises free of hazards.

5. Using alternatives to restraints such as .
_ buzzer or other warning systems, or removable ribbons which

encourage a‘patlent not to leave his or her room unattended,

B .

and so forth.
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Item 4
PRESENTATION OF MARSHALL B. KAPP, J.D.,M.P.H.
Professor, Department of Community Health
Director, Office of Geriatric Medicine and Gerontology
wright State University school of Medicine
Dayton, Ohio

Telephone 513-873-3313
"Legal Liability Issues"

December 4, 1989
Hearing of U.S. Senate Special Aging Committee on

The Use of Physical Restraints in Nursing Homes

At the recent meeting of the Gerontological Society of
America, I conducted a poster presentation on the prevalence of
legal risk management systems--defined as organized internal
approaches to the identification, prevention, and mitigation of
incidents that might lead to potential legal claims--in American
nursing homes. During the course of ninety minutes, four
separate individuals, independent of each other, approached me
and asked if, by risk management, I was referring to such
practices as physically restraining nursing home residents so
that they do not fall down, injure themselves, and bring lawsuits
against the facility.

Apprehension of legal liability is frequently used as a
pretext for actions actually based on proféssional bias, staff
convenience, and behavior control. Physical restraints have been
used historically in this country long before the litigation
explosion of the past quarter century and invention of the
concept of "defensive medicine". Nonetheless, there is little
doubt that--to a significant extent--a sincere fear of liability,
or at least of litigation, fuels the widespread practice of
physically restraining residents in nursing homes in the United
States today.1 Regrettably, some short-sighted legal
commentators and risk managers exacerbate this anxiety.? As
Carter Williams has urged in an ediiorial in The Gerontologist,3
"The legal noose now thought to be around the necks of the nurse,
physician, and nursing home administrator who do not restrain
every resident who falls or may fall, must be exposed for the
myth it is."
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In my brief time today, I propose to take up this challenge
by: first, placing the legal risks associated with non-restraint
of residents into some realistic perspective: second, suggesting
risk management strategies for providers to reduce these risks
even further; and third, suggesting some public policy options
for overcoming'the legal paraneia that too often dictates the
impreper and deleterious use of physical restraints in American
nursing homes.

PUTTING LEGAL RISKS INTO PERSPECTIVE

Althouéh their nunfer has been relatively small in terms of
overall healtn care malpractice litigetion, shere indeed heve v
Seen some lawsuits in which nursing homes and their personnel-
‘heye been held 1egallyA;es§onsib1e for injuries incuried_by non-
resfrainedjresiaents. This fact does netﬂby any meéns,‘however,
support the notion that Qidespread 1nd15ct1mxnate, rcutine use °
of nhysical restraints is a prudent effectxve ‘form of defensive
medicine or risk management for provlders. - '

First, no 1awsu1t has yet been successful agaxnst a fac111ty
Jsglglx for failure to restraln a resident.4 Prevalllng
plaxntlffs have had to prove by a preponderance ‘of evxdence other‘
elements of negligence, such as improper assessment of the
resident, a failure to monxtor the resident approprxately,
1nadequate documentatxon concernlng resident care,5 or tallure to
respond to the fall in a timely and professionally acceptable
manner. " .

Further, uny legal exposure ussociated with failure to’
restra1n residents is substantlally outwelghed by the legal risks
attached to the improper application of physical restraints.
Mounting data show that physical restraints used in the name of
defensive nedicine:may not.only fail to be defensive; but may
,actually be’ counterproductive. stﬁdiesé.demonstrate that the
chanee of morbid outcomes, including injurious falls;iincreasesu
with the psolonéed use of mechanical restraints, and bad )
outéomes--especially &ﬁén they are unexpected by the'resident onf
family--are the most reliable predictor of lawsuit initiation.
Additionally, conftary to prevailiné health provider wisdom as
espoused in"physician lounges and administrator cocktail parties,
the rate of serious injury falls de not increase significantly in

the absence of restraints.?
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In quantitative terms, cases holding providers liable in the
absence of nursing home restraints are far eclipsed by legal
judgments imposed and settlements made on the basis of
inappropriate ordering of restraints, failure to monitor and
correct their adverse effects on the resident, or errors in the
mechanical application of the restraint (such as in cases where
the resident chokes to death on a vest that has been put on her
backwards). Claims have been filed on both negligence and
battery theories. Thus, the rational health care provider, if
guided solely by legal self-interest rather than resident
welfare, ought to opt more often for withholding rather than
imposing restraints.

Even more important, regulatory sanctions such as
delicensure and decertification from the Medicaid and Medicare
programs, which are a much greater concern for nursing homes than
possible tort liability, are substantially more likely for
imposing rather than withholding physicai restraints. Both
federal and state statutes and regulations, especially under OBRA
87 and implementing regulations and survey procedures, clearlyb
and intentionally tilt the regulatory odds against the provider
who indiscriminately.applies physical restraints to its

residents.
RISK MANAGEMENT THROUGH RESIDENT ASSUMPTION OF RISK

Even the relatively limited legal risk associated with non-
restraint of residents may be reduced in many situations by
shifting it to the resident or the resident’s substitute
decisionmaker. In the lawsuits that have been filed in which
injury occurred to an unrestrained resident, there is scant

evidence that, as a matter of basic informed consent, anyone

icated quately with the resident or substitute
decisionmaker concerning the benefits of proposed restraints, the
reasonable alternatives,s and the potehtlal adverse consequences

of foregoing recommended restraints.
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In other health care contexts; the courts‘ha;e recognized
the doctrine of assumption of risk as a complete defense to a
neqligence action, where the patient voluntatily and knowlngly
(i.e., after being adequately 1nformed py the provider) refgsed
to ‘comply or cooperate with the P;ovider's recommendatlon and
agreed to accept resoonsibility for foreseeable adverse
consequences of that decision.9 Some courts have alternatlvely
or additionally petmxtted such a defense by characterizing the
patient’s conduct as contributory or comparative negllgence.lo
Tnese defenses should be fully applicaole‘to physical .
restraint situations where the resident or surrogate is informed
of the potential risks, understands them; and voluntarily accepts
the consequences.11 We permxt indxviduals to take rlsks in all
other uspects of everyday life, including the medical
decisionmaking realm——such as permitting AIDS patients to
experiment with medications of unproven safetyvor efficacy and
carrying potentlal tremendous side effects. There is no reason
‘to restrict the choice of nursing home residents or those acting
in thexr best 1nterests from knowingly and voluntarily accepting
specxfic, llmited risks of 1njury in exchange for a modicum of
freedom and d1gnity, part}culaxly vhere alternative'strategxes
and technologies exist to‘accompllsh the same legitimate goals as
restraints with much less restrlction or intrusion.
‘ In addxtlon, from a psychological perspective, residents and
substitute decisionmakers who share.in the declsionmaking process
are less apt to try to shift the blame to someone else in the
) event of a maloccurrence.12 . .
Although the mental incapacity ot many nursing home
residents may make ratxonal convereatlon and decisionmaking on
their part 1nfeasib1e,13 the law’s tormal recognition of the
authority of appropriate suhst;tute decisionmakers is gzowing.14
Unless a snbstitute is acting 15 clear disregard ot a resident;s
best interests or personal values and preterences, the substitute
'should be able to choose nonrrestraint on, the resident's behalf,
accept the accompanying zisks, and thereby relieve the nurSLng
" home of potential liability. It has even been suggested that we
experiment with the use of advance directives (analogous to
Living hills and Durable Povers of Attorney) to allou presently

capable individuals to express and document their preferences
o 2]
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concerning the use of physical restraints in the future
eventuality that they become decisionally incapacitated and

placed in a nursing home.15

PUBLIC POLICY OPTIONS

In the context of examining the practices of a state
hospital for the mentally retarded, the United States Supreme
Court observed in 1982 that "*##an institution cannot protect its
residents from all danger of violence if it is to permit them to
have any freedom of movement."l® The same observation holds even
truer in the nursing home arena. Several policy options should
be considered in an attempt to strike a good balance between the
facility’s right and duty to protect residents, on one hand, and
the resident’s freedom, on the other.

First, states (with federal encouragement) should
umanbigously enunciate the applicability of the assumption of
risk doctrine to the nursing home physical restraint context,
assuming that risks are understood and accepted by or for the
resident in a voluntary, competent, and informed fashion and that
proper documentation is present. Failure to do this obviously
discourages shared decisionmaking. ©One can hardly expect or
require that providers permit residents or their surrogates to
make their own decisions, on one hand, and on the other to hold
those providers legally responsible for a poor outcome which
results from a choice made by or for the resident. Unequivocal
enunciation of the assumptibn of risk doctrine carries strong
benefits for residents, providers, and society.l?

Second, courts and legislatures must clearly recognize and
enforce standards of medical practice that are based on
scientific evidence rather than industry custom or fashion. As
the data cited previously shows, this would mean a legal standard
favoring non-restraint rather than the current deference toward
industry habit.1® published provider standardsl? and actually
behavior could be expected to follow the legal incentives.

Third, since perception of the law is a more important
determinant of behavior than is reality, a large-scale
educational campaign is needed to convince providers that a more

judicious and discriminating use of physical restraints is
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sensible legal prophylaxis as uell as good clinical practice and A

K

- prcmoting of resident dignity and autonomy. This campaign should

.,1nc1ude publxcatlcns, continuing education: proqrams, and joint

iefforts vith trade and professional organizations. Government

L. - T has a _role in financxng, sponsoring, ‘and promoting such efforts.

. ' '.;' Pinally, provxders must be convinced that their relative . ,'. - *
risks for indiscriminate, inappropriate use of physical P

.- 4.;ﬁA - restraints places them at ‘much: greater liability and regulatory

risk than does less reliance on’ restraxnts as a first strategy

. for resident control. Courts must be sympathetic to plaintiff . ‘ ‘:
L0 ‘ clalms of 1mproper restralnt and 1e91slatures and administrative ’
. -‘ agencies must contlnue to:limit the permissrble circumstances for .
. ' R restraint use and vxgorously enforce. stringent health and safety i

- ments tegardinq their 1mp051t10n monxtoring,‘

ation; and documentation. T e T . .T{'.
. . . - Ideally, the 1ursing home industry xs educable on the_issues
' - . under discussion at today s’hearing. To the extent that . ) Lt
2T : education, persuaslon, and voluntary lncentives do not work) let

- o ‘ us as a society at 1east bludgeon the industry in the proper e

- . [ . - f

- T I direction. . et T o
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Iten 5

Freedom from restraint:
consequences of reducing physical restraints
in the management of the elderly

Colin Powell, MB, FRCP (Edin)
Lynne Mitchell-Pedersen, RN, MEd
Elliot Fingerote, BSc (Pharm), MSc
Lois Edmund, PRD

Physical restraint is commonly used in the
management of elderly people in North Ameri-
can hospitals and ing homes. B De-
cember 1981 and March 1982 the Department of
Geriatric Medicine, St. Boniface General Hospi-
tal, Winnipeg, changed its practice regarding the
use of such restraints. In the fiscal year 1980-81
the rate of application of physical restraints was
52 per 1000 patient-days and the f; of

ewcomers to North American geriatric

practice are often confronted by the dra-

matic sight of elderly people in hospitals

and nursing homes physically restrained by means

of jackets, wristlets or bands of various designs.!-*

Such practice has received comment but little
analysis.**

After a tragic accident in which a patient

falls 7 per 1000 patient-days. By 1986-87 the
figures were 0.3 and 8.7 per 1000 patient-days
respectively; the increase in falls was not clini-
cally significant. During the study period there
was a 40% reduction in the use of chemical
restraints (psychotropic drugs other than hyp-
notic and antidepressant agents). Here we record
how this change in practi d and per-
sisted.

Dans les hopitaux et hospices nord-américains
on a 80 2 des moyens physiques de
contention dans le soin des personnes igées. Ces
moyens ont fait, de décembre 1981 2 mars 1982,
I'objet d’'une réforme dans le service de gériatrie
de 'Hopital général de St-Boniface, 2 Winnipeg.
Exprimés par 1000 jours-patients, les taux de
contention et de chutes qui, dans I'année fiscale
1980-81 étaient respectivement de 52 et de 7,
passent en 1986-87 2 0,3 et 8,7; Faugmentation du
taux de chutes n’est pas statistiquement signifi-
catif. Dans le méme temps on a vu diminuer de
40% l'emploi des moy himiques de conten
tion, soit les psychotropes autres que les hypno-
tiques et les antidépresseurs. On déerit ici com-
ment ces changements sont intervenus et de-
meurent dans notre pratique.

From the Department of Geriatric Medidine, St. Boniface
General Hospital, Winnipeg

Reprint requests to: Dr. Calin Powell, Department of Geriatric
Medicine, 5t Boniface General Hospital, 409 Tache Ave,
Winnipeg, Man. heH 246

gled to death because of an improperly ap-
plied restraint jacket the Department of Geriatric
Medicine at St. Boniface General Hospital, Winni-
peg, decided to analyse the reasons for restraint

use and to 1 ives. Recognizing that
there were insuperable barriers to random alloca-
tion of pati we had pl d to the use

of restraints and then to stop their use to do
before-and-after and between-ward analyses of the
effects of removing restraints on the number of
falls. However, ‘when the time came to implement
the experiment we found that the use of physical
restraints had virtually ceased throughout the de-
partment; therefore, we had to collect data retro-
spectively; the study period comprised the fiscal
years from-1980-81 to 1986-87.

Methods
Practice setting

The inpatient component of the Department of
Geriatric Medicine comprises 160 beds in an
850-bed general teaching hospital. The department
admits acutely ill patients who do not need critical
care or surgery. Elderly patients who require reha-
bilitation are transferred from other departments
and other hospitals. There are special programs
for patients in postoperative rehabilitation from
orthopedic injuries, for amputees and for stroke
victims.
Restraints

A mechanical restraint is a device used to
inhibit free physical movement.* We included limb

restraints, mitts, wristlets, anklets, jackets and
wheelchair restraints. We excluded bedrails, geriat-
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ric chairs and mechanical aids intended to enhance

the wheelchair lap belt for patients who have had
a double, above-knee amputanon) The Central
Supply Department supplied

and recorded these requests (by type of restraint)
by fiscal- year. We confirmed the reasonable as-
sumption that the i lssumg of a'restraint resulted in
its use. Restraints were returned to.'the supply
department for laundering after each use.

‘particular behaviour or mo s We i ified

a patient’s independence and’ safe mobility (e.g., -

A chemical restraint is a drug used to mhxblt a.

tressed by the disturbing behaviour of another

patient, asked that restraints be applied.: -

o In taking care of pauents health care pro-
bility for mai

3

“their safety and for encouraging themi\ to regaxn

their indep e. The  between ensum\g
patient safety and encouraging patient
could result in considerable amaety, often hexght-
enied by.the fear of being blamed in the evént an
unrestrained patient had an accident. :

© The hospital was rightly concerned about

the use of psychotropic drugs other than hypnotic
or antidepressant agents from drug consumption
produced by the pharmacy department
during the study period. The agents. most com-
monly prescribed were chlorpromazine, diazepam,
haloperidol ‘and thioridazine. Hydroxyzine, . an

" one ward: Other. drugs, prescribed in

antihistamine with marked sedative properties, .
was also included because of its frequent use on(

its jon as a provider of efficient and humane
care. isingly, the following criteria for the

<apphcanon of restraints.were included in its poli- -

‘cies: vagueness about time and place, restlessness
and anxiety, agitation and hostility resulting from
illness or surgery, toxic effects of alcohol and
drugs, -and the degenerative characteristics of

aging. The hospital’s lawyer ‘confirmed that there .

had never been a prosecution in Canada for the

of ints, -only for their misuse. He -

small were alprazol

ph ine.- Ic : meth prazine;, oOx-
'Y r} ift P

azep perp and tr P -

Falls S

From' the m.usmg records “we- obtamed the
' incident reports of all falls that occurred during the

- study’ period and classified them as being serious
or nonserious. Serious falls were those in which a
physician had to’ do more than just examine the
patient; treatment varied from simple suturing to

_which no treatment or only first axd was mquued
Polu:y dJscusswn R v

From November 1981 . to ]anuary 1982 the
department’s”policy and pracuces concerning re-
straints was reviewed by its advisory committee -
a group of 18 people comprising the gers of

ﬂupenduxol ﬂu—

orthopedic surgery. Nonserious falls were those for

reported that US courts have found hospitals to be .

at fault for not providing restraints when medically
ordered. In addition, . he stated that‘the use of

restraints without a patient’s consent constitutes .
assault, leaving the institution liable for_ false:

imprisonment.’

- The advisory c ittee then ""‘the‘

management of four patient stereotypes.for whom
restraints were used (the wandering mentally ‘im-
paired person, the unsafely mobile person, one

. who interferes with life support and the physically

aggressive person).as well as feasible alternatives.
Thorough assessment of patients, their environ-

‘ment and their caregivers by the iehabilitation

team was deemed essential, specific attention to be
paid to the patient’s behaviour before the illness,
the current behavioural problem and the conse-
quences of this behaviour. The committee also
discussed alternative solutions for managing each
stereotype to produce departmental policies. and
idelines for the use of restraints.

all services offered in the department (e.g., nurs-
ing, rehabilitation therapy and social work) and
full-time ' medical staff. Problems:facing-the pa-
tents, their faxmhes, the staff and the hospxtal
were identified. -
" . © Patients who wére physically rslramed
often either were passwe and withdrawn or pro-
tested, were agitated and bited inc
‘distuptive behaviour. They were more likely than
unrestrained. patients to be regarded as unsafe,
disturbed, dangerous or incompetent; their self-
perception underwerit” similar adverse  changes.
Restrained patients were also faced with the prob-
lem of accxdents caused by attempts to free them-
selves. .

© A common first reaction of family members
on seeing the patient physically restrained was one
of distress amounting almost' to horror and of
profound sadness. They then would accept that
“the professional knew best” and that safety was
paramount. Occasionally family members; dis-
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The above information and discussion were

made known informally by members of the advi-
sory committee to their respective disciplines rep

résented in the department. A videotape of-inter-
views with patients, relatives and staff (including
the hospital lawyer) provided a.valuable teaching
aid for the rest of the hospital and produced

-remarkable agreement -within the department

about the limited role of physical restraints.

Results

Table I shows the decreased use of restraints °
by the end of the study period. During this time-

there was no change in the number of nursing staff
or other staff. Table [I shows the numbers of
serious and nonserious falls. There were no statisti-
cally significant differences in the ratio of serious
falls to total falls between any 2 years; that is,

serious falls were not occurring more fret{uendy

than nonserious faus.
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There was no e that chemical

were substituted for physical restraints. The use of
psychotropic drugs decreased by 29.5% between
1980-81 and 1982-83 (the period during which
the use of physical restraints declined). By the end
of the study period a further decline of 22.1% was
recorded, particularly in the use of chlorpromazine,
hydroxyzine and thioridazine. The rate of adminis-

tration decreased from 1773 units per 1000 patient-
days in 1980-81 to 859 units per looogtaﬁent-days
in 1986-87, an overall reduction of 40

Dlscuuion
Although this study lacked the rigour of a
d trial we

it sh "

knowledg, of needs, of objectives,
planning of action, execution of plan and evalua-
tion.

Falls are a notorious problem in hospitals. A
major reason for the use of physical restraints in
nonpsychiatric wards has been to prevent falls;
hence decreasing the use of such restraints must be
carefully studied. Wieman and Obear’ having
studied falls and restraint use in a New York
nursing facility, concluded that “restraint use is a
poor measure for the prevention of falls”. We have
no evidence that r falls or that
their removal causes them. Tmem,"’ in a study of
falls producing serious injury in ambulatory nurs-
ing home residents, found that physically re-
i still fell. Of course, diminution in

that a substantxal reduction in the use of physical
restraints in the care of elderly patients can be
effected without consequent use of chemical re-
straints and untoward physical injury.

We did not begin this exercise with a theoreti-
cal framework within which we planned to effect
chnnge in behaku: Thus, we can only seek to

this

the use of restraints reduces those falls and i injuries
associated with restraints.!!

It is well rec d that pati
escape from restraints can suffer injury, mcludmg
death from ling.'? Some authors have sug-
gested that these events are underreported.’® Curi-
ously, none of them have recommended that

t. Jones’
cogently descnbed the use of staff discussions to
effect in the of
patients in a mental hospml. He identified factors
that would produv:e a creauve envmmmem: effec-
tive ing as a

3

group, positive social leammg and ption of

be d to prevent injury. In a recent

review of the literature Evans and Strumpf!* found

no evidence that the use of restraints safeguarded
against injuries.

Rubenstein and associates'® concluded that

there is little evidence to  support the routine use of

bedrails. They d British p in which

more flexible structures in favour of blished

heodrail

are not y used, with North Ameri-

ones. Knowles’ suggested p for optimal adult
leammgseemseoﬁtuurexpmenoe provision of a
e , particip planning, ac-

can practice and suggested that it reflected differ-
ent attitudes toward the elderly with respect to
protectmn versus mdependence An editorial in the

Lancet Pt e ill-disguised horror at the

Table | — Use of restraints per 1000 petient-days at
st. B

use of bedrails and stated that “good
pracuce requires that they should not-be routinely
used and their use should be continually re-
viewed".' A recent British publication carefully
itals and the

Department: no. of cases
v:" Geriztrx N o helps nurses in both
1980-81 52 48
1981-82° 33 . 29
1982-83 2 1
1983-84 18 12
1984-88 1 10
1985-88 0.5 t
1986-87 03 . t
‘Ch-mhprmomn.dmhulsal Phys:cal
$Data not available.

physxm] and chemical re-
straints.”” By the end of our study period geriatric
chairs had all but disappeared from the depart-
ment. Unfortunately, bedrails are still being used,
as it is impossible to obtain high-low beds that
allow patients to place their feet firmly on the
ground when sitting on the edge of the bed

ints are most c y used

among prisoners and children. Their use among
the elderly may suggest to the patients that they

Table B — Number of fails, sevious fafls and patient-days per fiscal year in Department of Geristric Medicine

No. of No. of serious
Fiscal No. of serious No. of falls per 1000
vear falls fails patient-dsys patient-days
1880-81 348 8 47849 0.17
1981-82 | 461 8 1IN 0.18
1982-83 625 14 60 158 0.28
1983-84 603 8 47547 0.17
198485 636 7 65 448 0.13
198588 389 2 65088 0.18
1986-87 475 n 54 456 0.20
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are bbeing punished or pe'rceived as childlike; it

epitomizes the moral dilemma between’profession-
al paternalism and patient autonomy.!® Depriva-
tion of civil liberties may be as serious a matter as

imposed protection against real or anticipated -

threats to personal safety.

An essenitial criterion for the use of restraints
must be thé' jeopardized safety of a patient or

others. We believe that the use of physical or .
i i 1 to an

chemical is an p

abnormal situation and should be chosen only as a

last resort. The least restrictive measure that is

effective should then be used together with thor-
- ough assessment, appropriate application, rigorous

documentation, and regular observation and evalu-

ation. -

- We thank Jennifer Clinch, statisti.al consultant, for her
advice. - '
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Item 6

Therapeutic activity and health status

Joan C Rogen. PhD. OTR CTIVITY has been a key, albeit con-
Profe | Therapy troversial, concept in the develop-
Assistant P"}"-““’ of Psychiatry ment of theories of adaptation in later life.
Occupational Therapy Program Director . In one of the earliest formulations, disen-
Geriatric Psychiatry and Behavioral

Neurology Module . « - oo f0Bement theory, the elderly and society
Western Psychiatric Institute and Clinic - gradually disengage. from cach other 10 -
University of Pittsburgh the satisfaction and benefit of both.! This
lewah Pennsylvania ~ mutual withdrawal results in an overall

decrease in social involvement for the
elderly. Activity theory was put forth in
opposition to disengagement theory and
posits that the path to successful aging
lies in staying active and in maintaining
participation patterns characteristic of
middle age.?

Health status plays a pivotal role in
both disengagement and activity theories.
In disengagement theory, older adults are
viewed as withdrawing from activities
because they realize that they can no
longer keep pace due to declining capabil-
ities. Withdrawal allows them to protect
themselves from failure and rejection. In
activity theory, however, continued activ-
ity is seen as a mechanism for maintain-
ing health. Furthermore, as health status

Top Gertatr Rehabil 198%.4(4):1-11
© 1989 Aspea Publishers, Inc.
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ks

bcglns to restrict engagement, subsmutc .

activities are to be found for those that are

* relinquished so that optimal health can be.

maintained. .While both theories: viéw
health as influencing activity, only.activ-

ity theory stresses acuvny as mﬂucncmg .

health. .
The vu:w of health and actmty as mter-

,depend h is patibl wnh
: the therapeuuc application of activity.

This article clarifies the health-activity

. lmkage by éxploring five basic philosoph-

ic approaches to the therapeutic use -of

" activity with .the impaired and af-risk

clder. The conceptualization of order, dis-
order, and control -for. each approach i’

- ‘presented. Order is the healthy s state that '
. thelactivity specialist seeks to ‘establi sh,

restore, maintain, or enhnnee. Disorder is .

" the’ unhealthy condition that is-to be
. removed, alleviated, o prevented. Caitrol

is the way: in which activity is used to.
achieve thenpeutlc goals, such as mamo
taining order, .convérting duotder to

" order, or preventing disorder.” x5

Therapeuuc activity. programmm}, fOf

’ the clder is provided by 4 wide variety.of

activity specialists with different: educa-

* ".tional backgrounds and activity skills.- By .
_examining several fundamental-orienta:

tions to activity that shape the directivaof -

. care,. prof&nmls can gain insight into
" the.various.ways in which activity czn be
therapcuuc and into the linkage between )

healtirand acuvny in older a.dults.

"SELECI'EDTHFJRAPEUI'[CJ

APPROACHES

ln the holistic approach to therapeuuc

| acuvny, aqun_y is engaged in for the ;ake

s

Ce

, 2 TOP[CS lN GERIATRIC REHABILITAAION

. backnchc.‘osteopoms, contractures; loss

. "nary tract infection, niuscular weakness, -
. cardigviscular decondmomng, t.hrombus: o
_ formauon. onhosmnc hypotension, -and -

‘ROGERS

_of acuvuy Acuvny is preferred to passivi-

""'ly; it"promotes a'sense of overall well-

being and results in a feeling of dignity,
usefulness, and 'satisfaction, and purpose
and enjoyment in living. Activity -offers
the opportunity for maintaining bodily
integrity, sharpening mental acuity, relat-
ing to others, and’ contributing to the
community. ‘Activity .promotes- a "high.
levet of functioning in physical, cogmuve.
social, and spiritual domains.® The -

ordered, or healthy, state is marked by s

actmty and involvement.

- While actmty is beneﬁclal macuvny is
harmful. Inacuvnty spirals a hiost of néga-
tive symptoms that -are collectively’

- referred to as the.disuse syndrome.® At
" the physical fevet macumy places one at

visk for problems such as decubitus ulcers,

of appetite, eonsupanon, renal stones, uri-,

pneumonia. At the ‘psychalogic- level;

_dependency, disorientation, decreased

motivation, and confusion have been .
traced to inactivity. Inactivity and ‘idle-*

ness define the duordemd or unhealthy .. -
. state. These deleterious effects of inactiv-

ity are prevemable through activity, and

.many are also reversible through actlvuy
. Aging individuals are particularly at risk .

for inactivity due to age-related and dis-
ease-associated” changes in physical and
mental processes, which’ render them’ less
mobile. ’

. JIn_ the holistic approach the thera- o g
’ ,peunc potenual of activity liesinthesotal .~ 7
ﬁxpenence of the activity. Inactivity (dis-+ ~ "~ ~

order) is -controlled through planned '
engagement in activity and is converted to
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activity (order). While involvement at
some level is essential, the activity itself
may be any activity. In other words, the
activity is neither dependent ona particu-
ar kind of activity, such as a game, craft,
or homemaking task, nor on specific
activity attributes, such as visuospatial
requir or social p There
is no need to match activities with specific
symptoms, diagnoses, or personal prefer-
ences. Although a person's interest in an
activity may heighten engagement, the
overriding consideration is getting the
person active. Activity is experienced asa
whole and appeals to the wholeness of the
person.

Activity eclicits healthy behaviors by
exerting a normalizing, reality-orienting
influence on the patient. [ts curative prop-

4

group programming based on common
activity preferences, which are identified
through interest surveys. Activity pro-
grams are then designed to emphasize the
interests of the majority with lesser atten-
tion given to the concerns of the minority.
A second principle is derived from
assumptions about human nature, such as
a need for physical exercise, for social
stimulation, or for artistic expression.
Such ptions about h needs
serve as the guide for activity selection
and bypass individualized interest assess-
ment. A third principle addresses the per-
formance capabilities of group members.
R that p 8 have various
capacities to respond to activity based on,
for example, their physical, mental, or
social capabilities, the professional plans
separate activities for “higher” and “low-

.er”_functionipg patients. High and. low

functioning is- -to™a -particular

d from

basically that
ing to

action and

Activity programming
a holistic perspective is
of emvir I engi

provide opportunities for
" achievement.

erties lie in evoking action, which is the
essential component of change, and in
rekindling the will to live. Hence it com-
bats the demoralization and idleness that
often accompany incapacitation.”

Activity programming conducted from
a holistic perspective is basically that of
environmental engineering. The activity
specialist’s major role is to provide oppor-
tunities for action and achievement.
Activity is generally delivered using a
group format, and activity selection is
guided by several principles.

One principle of activity selection is

26-077 0 - 90 - 8

group. Hence a high-functioning patient
in one physical activities group might bea
low-functioning patient.in her.
Controversy exists regarding obliga-
tory or voluntary attendance at group
activity programs. One perspective argues
that if activity programming is based on
activity preferences, or is designed to
meet fund I activity requir
or is varied according to capability,
patients will be self-motivated to partici-
pate. Group norms may operate (o
encourage participation and to assist in
overcoming inertia, anxicty, or fear. The
opposite perspective argues that some
patients are t00 sick to attend of their own
volition, and since activity promotes
health to a greater extent than a lack of
activity, they should be coerced into
attending.

VOL. 4, NO. 4/JULY 1989 )
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lmpmrment

- - The impairment - approach to thera-

peutic activity coritrasts sharply with the

' - holistic orientation. In this approach, spe-

cifit activities are scen as remediating or
preventing specific impairments. Activi-
ty, rather than being participated in for its

. own sake, becomes a means to an end; itis

used explicitly to achieve discrete, mea-
surable goals, ‘and’its value depends on
how well it meets those goals. ¢

“ An impairment (dlsordcr) is a loss or

.~ abnormality of physical ‘or ' psychologic
: structures or functions. Examples of phys-
ical impairments associated with geriatric

rchabnhtatxon are loss of muscle strength.

. restrictions .in joint range of . motion
. (ROM), lmpaxred sensation, and reduced
endurance. Examples of psychologic im--

* pairments are visual-perceptual deficits,

inability to problem solve, loss 6f smemory,
and impaired motivation. Impairment

may be caused by disease, trauma, .

age-related decrements, or sensory depri-
vation. Activity is seen as'a means of

 correcting or, at minimum, alleviating im-

pairment and hence returning the patient
toan |mpa1rment-free state (order).

. In contrast to the generalized approach
to activity in'the holistic perspective, -

activity in this orientation is selected to

‘focus on a discrete problem. For instance,

an older person may have lost skilled use
of the dominant hand due to a stroke that
impaired motor- control. By using the
hand, the individual may regain the man-

ual skill necessary for self-care and leisure

activities. To assist the recovery prooess,
however, the activity must be sufficiently
repetitive to foster the relearning of motor
control. [t must also be capable of grada-

L4 TOHCS IN GERIATRIC REHABILITATION
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_tion. This means that as manual control

improves, the activity must be made more
difficult in terms of its requirements for
precision, strength, and grasp patterns to
elicit further improvement. Not all activi-
ties would meet these criteria.

The use of activity for psychologic
impairments is similar to that for physical

_impairments. For example, a patient may

have a perceptual deficit that is mani-
fested as an inability to interpret depth.

.Because of this deficit, the patient may ~

perceive steps as a flat walking surface
and may have difficulty ascertaining if
one object is placed before or after anoth-
er. These problems may cause the patient
to restrict walking due to a fear of falling.

* For: this patient, depth perception exer-
cises using perceptual games or a simus
_Iated obstacle course may unprovev

visual-perceptual skills.

. The therapeutic nature of activity thus - -

resides in the interaction between impair- -
ments within the patient and attributes of -
activities. Activities are therapeutic- if
they embody the attributes. needed to
reduce the specific unpanrment (control)..
The activity specialist has the responsibil
ity of matchmg patient need with activity

- potential. This match requires an evalua-

tion of the patient to determine the nature

“and éxtent of the impairment and an
_ appraisal of activity to ascertain the pres-

ence of attributes needed to make a posi-
tive change in function: The former pro-

‘cess is called functional assessment, the - -

latter, activity analysis. The impairment .
approach is a clinical or ‘individualized
activity program and yields a formal pre-
scription of activity. By virtue of their .
expertise in formulating the impairment-
activity match, activity specialists gener- -
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ally exert control over activity selection.  lost.”® Order is conceptualized in relation
When several activities are identified as  to functional skill and functional activity.
potentially therapeutic, activity choices  Functional skills are basic abilities, such
may be offered to the patient. as muscle strength, dexterity, endurance,
The impairment approach is applicable  problem solving, and vigilance, which
as both a preventive and a remedial strat-  underlie a broad range of activitics. Func-
egy. Thus an older patient at risk for  tional activities are tasks, such as reading
clbow contracture might be instructed to  the newspaper, playing cards, knitting,
sit far enough away from a game boardso  and gardening. Functional deficits and
that full etbow extension is required to  disabilities are concepts of disorder that
move the cards. When activity is used  correspond to functional skills and activi-
preventively, the activity prescription ties, respectively, and represent undevel-
may include activities to avoid as well as  oped potential or capacity to adapt.
activities to do. For example, some . Programming to a patient's strengths
patients with arthritis may be advised to  emphasizes intact functioning. Activity is
stop knitting because of the adverse introduced in two distinct but related
effects of ulnar deviating pressures caused  ways, depending on whether the desired
by prolonged, static hand positioning in  goal is seen as functional skill or func-
holding the needles,’ and turkish knotting - tional activity. If the goal-is functionaly
may be recommended as a substitute  skill, acuvntymlmmtwlheimpmrmm
activity because of its repetitive, nonresis-.... approach, except. that:activity: is: prex:
tive hand motions, whlch require radial, -scribed to strengthen an-ability rrathwrr

deviations. : ... than to correct & deficit (control): In the
: - = case of the previousiy mentioned-stroke
Abilities - . - patient, for instance, it is recognized that

- : :»engagement in skilled activity is presently-
The abilities or assets approach to . impossible due to the loss of function in
activity is similar to the impairment the dominant; paralyzed hand. Tlnu
orientation insofar as it is an individual-  activity is initiated to devel
ized approach emanating from a func-  ability in the uninvolved, nondommant
tional assessment and an activity analysis. hand. so that this hand can perform the
Hi , this h hasizes pa- ions previously carried out by the
tient assets rather 1 than deficits for activ- dommam hand. The basic criterion for
ity selection. In this strategy no attemptis  activity selection is identical to that of the
made to change the impairment. The con-  impairment approach, namely, that the
sequences of disease, trauma, or age-  activity be appropriate for achieving the
associated dysfunctions are acknowledged  goal (eg, developing manual skill). Thus
as placing restrictions on activity perfor-  activities are therapeutic if they embody
mance and are taken into account in  the attributes needed to improve func-
activity programming: However, the ma-  tional skills. The overall therapeutic
jor focus is on the function that is left processis also the same as that of the
rather than the function that has been  impairment approach, with the activity
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specialist acting as the assessor of func-
tion and the prescriber of activity and
with actmly being used as a means to an
end.

The second way in which apxlnm pro-
gramming is accomplished aims at devel-
oping skill in functional activities (con-
trol). Activity use resembles the holistic
approach in which ihe activity has intrin-
sic value. However, due to the presence of
significant xmpalrment. which cither pre-
cludes participation in prior activities or
requires that activity performance be

- adapted, competence in an activity must
again be developed before it can be pur-
sued for its own sake. Thus the stroke
patient would learn to apply the manual
skill developed through activity exercises

" “to functional activities by performing the

functional activity itself. The activity spe-.
cialist’s role is to identify physical, per- .

ceptual, eognitive. and social abilities and
to preserve and develop them through
treatment. To be iherapeutic, activities
must be meaningful to the patient, offera
chance. of success, and promote compse-
tence. Activity is selected by the patient

based on self-analysis of “wants™ and..

- “needs” rather than prucribed by the
activity specmhst The patient is. encour-
aged to try out tasks and to discover latent
interests and abilities. In the process of

. self-discovery of activity potential, the

patient learns to accept failure and suc-

" within these 8
*. as physical, mental, or social.

ROGERS

cess. Competence emerges gradually as
the activity process is mastered. Achieve-
ment leads to a renewal of personal identi-
ty. The activity specialist guides the
movement from skill deficit to skill mas-
tery by arousing interest and by assisting

"in the identification of achievable options,

the exploration of assets, and the develop-
ment of skill. .

Balance .

The activity balance approach encom-
passes a time span that is broader than .
that of the approaches previously re-
viewed. This appreach is based on the
premise that a healthy daily life is nor-
mally filled with a variety of things to do.
These activities may be grouped into four
major categories:. self-care, productive, -
leisure, and: rest. Self-care activities -
encompass thase inivolving care of the self,.
such as feeding and bathing. Productive .
activities are those through which an indi- .-
vidual contributes to the family and soci-"
ety through paid or volunteer efforts,
home management, and caregiving. Lei-

.sure activities occupy unobligated time

and are engaged in for.pleasure and
cnjoyment. Rest involves napping and

_sleeping, which serve to replenish physical

and mental reserves. Specific activities
ies-might be labeled

In the healthy individual, life style is
org; d to provide a dynamic balance of

To ba therapantie, activities must be

" meaniagful to tha patient, offer e
kasce of  and
campemwa.

4

6. TOPICS IN GERIATRIC REHABILITATION

lhm activity categories and types (or-» -
der). While this organization is unique for
each individual, it incorporates activities
in each category and type. The time
devoted to. each area is adequate for
accomplishing responsibilities and for
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achieving goals. The individual senses
that he or she is in control and feels
satisfied.

Disorder may be manifested in several
ways. One way is the absence or severe
constriction of activity in one or more
categories or types. The retirce who has
failed to find an acceptable work substi-
tute reflects this pattern, as does the frail
older person who enters a long-term-care
facility and is suddenly left with no mean-
ingful activity. The sedentary patient also
iliustrates this imbalance.

A second manifestation is a disorgan-
ized and ineffective life style such that
there is a feeling of loss of control and a
sense of being overwhelmed. For example,
a recent widow may find it impossible to
add the chores previously done by her
husband to her own activity schedule. A
patient with chronic lung discase or car-.
diac insufficiency may slmply run out of
energy before cssential tasks get done. .

Activity therapy for these problems
focuses on correcting the disordered or
imbalanced life style (control). Activity is

Stress regulation

In another comprehensive approach,
activity is therapeutic if stress is kept
within manageable limits (order).'*"
Much of a person's daily behavior is char-
acterized as being in 2 steady state—task
behavior is routine and adequate, and the
associated affect is fairly neutral. This
adapted condition exists because the per-
son has the needed competence to meet
the demands of everyday life. If the com-

Iad.

p ‘level is ded ptive
behavior results and the accompanying
affect b negative (disorder).

The activity specialist’s role is to moni-
tor stress and to maintain a steady state
(control). Activities have a demand qual-
ity in relation te. the individual. To. be
done successfully, activities require the
person to have certain skills. Each task
has its own specific requirements, and to
accomplish a specific task, an individual
must have the required competencies. By
fitting task demands to patients’ compe-
tencies, stress i3 kept low. Since the

instituted to develop in spe-
cific tasks, if this is lackmg Thus a work-
aholic may be taught to play. Activity
programming goes beyond this, however,
to having an impact on the coordination of
daily tasks. Efficiency in daily activities is
achieved through energy conservation,
time management, task deleg and

-of d d a task has for an’
individual depends on carlier experience
with the task, an activity history is a vital
component of the activity assessment.

Deviations from the steady state must
exceed a certain range before behavior
becomes maladaptive. Identifying the

ble range of deviation for each

habit training. Activity structures the day
and has a socializing effect on the
patient’s life and health. The activity spe-
cialist works with the patient to diagnose
problem areas; to establish feasible goals;
and to set up, implement, and monitor a
functional plan of activities."

pauent enables the activity specialist to
both promote growth and monitor stress.
Task demands that are mild or moderate
in relation to competence motivate the
person to behave in nonroutine ways. This
level of demand elicits interest, curiosity,
exploratory behavior, and striving. Affect
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 is positive. The task is perceived as man-.

ageable, although achievement is depen-
‘dent on new learning and skill develop-
ment. Such a task is within the person’s
zone of maximum performance potential.
Task demands that are relatively. low in
relation to competence, that is, those that
fall in the zone of comfort, underchal-.
" lenge the person. However, behavior
remains adaptive, and affect, positive.
The activity specialist regulates stress
by keeping activity d ds within the
-zones of maximum performance potential
and comfort. Maladaptive behavior can
be precipitated if task demands are either
" too high and hence exceed the zone of
maximum performance potential, or are
too low and hence exceed the zone of

comfort. In the former instance the person
is overloaded, in the latter, understimu-:

lated.

Activities are -regulnted in terms of -

their intensity, frequency, and length. To

nmodate fluctuations in energy level .

throughout the day, activities targeted at
the “zone of maximum potential” are
scheduled when a patient is most recep-
tive. This might be midmorning for those

with Alzheimer’s disease, late morning -

for  those with arthritis, and early after-
noon for those with depression. Shorter,
~more frequent activity sessions may
. accommodate the needs of some, while
others may prefer longer and less frequent

stimulation. Activity in this context is.

nonspecific. It includes feeding and dress-
‘ing as well as reading and painting. Since
stress from activity is potentially cumula-

" tive, stress-reducing activities need to be -

planned into the overall activity regimen.
In fact, “resting” may require as much
planning as *doing,” since- different

8  TOPICS IN GERIATRIC REHABILITATION
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people find different things relaxing and
since some patients need help to rest.

.Stress level is monitored by recognizing -

signs of dysfunctional behavior, such.as
complaints of tiredness, decreased pérfor- * B
mance, agitation, refusal, inattention, and
withdrawal. These behaviors signal the
need to initiate intervention to alleviate
stress and to regain health. :

DISCUSSION

The five approaches to therapeutic

* activity for older adults prmmed in this

article are summarized in Table 1. The
ordered, or healthy, state was conceptual-

“ized as 2 state of activity and involvement; .

the absence of impairment; the presence
of skill; involvement in a unique, dynamic
balance of a variety of activities; and a-
steady state. Corresponding views of dis- -
order, or the unhealthy state, were inac--

tivity and idleness, impairment, skill
deficit, unhealthy configuration or ‘coor-  *
dination of activities, and maladaptive
behavior. As'a controlling force or change

. agent, activity was seen as an end in itself -

as well as a means of reducing impair-
ment, promoting competence, achieving a- :
balanced life style, and managing stress.
Common ‘to all of these approaches is.
commitment to activity.as the vital com-
ponent of change and growth.

An overall, bilevel model of acuvny
programming emerges from this review of .

lected activity rationales. In the first
level (holistic, impairment, and abilities
perspectives), activity is viewed in an iso-
lated, restricted context. The emphasis is *
on specific actions or tasks. In contrast, in
the second level (balance and stress-regu-
lation frameworks), an activity is seen in’
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Table 1. Approaches to therapeutic activities

Disordert

Approach Order® Coatroly
Holistic Activity and involvement:  Inactivity and idleness: Dis-  Engagement in activity: provi-
Overall well-being use syndrome sion of a context or group
whereby action and achieve-
ment can be realized
Impairment Absence of impairment Tmpairment: Loss or abnor-  Activities with specific astri.
mality of physical or psy- butes are used a3 3 mears of
chologic ing, allevisting, or
functions preventing further impair-
ment of function
Abilities Mastery of functions] Functional deficits and disa-  Activities with specific attri-
skills and functional ac- bilities butes or meaning to the ps-
tivities tient are chosea for their
2bility to facilitate the pe-
tient's lovel of skill from defl-
) cit to mastery
Balance Unique, dynamic balance Unbalanced or static config. Activity strategies are devel-
of activity categorics uration of activity catcgo- oped for kabit training, time
(self-care, productive, ries of types management, conservation of
leisure, and rest) and energy, and delegation of .
types (pbysical, mental, taska |
. and social) ) .
Stress regula- - Steady state or edaptive Malsdaptive bebavior; neg-  Activity selection with demands-
tion | behavior: neutral or stive or flat affect and between zories of comfoet add ™
’ positive effect. stress-eiatod bebaviors = i ek PO
stress and are regulated for

*Order = Health stats thas the activiy specialist socks to catablizh, restors, cuistalm, or enbuscs,

Disorder = Unbasitby stazs that the activity tpeciatist soeks to climinats, alleviate, or provest. - :
M—mwmmauwmmmm.mmum‘mmh.,

relation to other activities. Balance is
achieved by comparing each activity with
other activities. The stress associated with
one activity is added to that generated by
prior activity participation. These broad-
er, more comprehensive views of activity
thus remind us that activity is not some-
thing that is confined to the activity room
or the activities supervised by an art,
dance, occupational, music, or recrea-
tional therapist. Rather, for the patient,
activity occurs over a 24-hour continuum.

Thus the specific actions and tasks insti-
tuted under the first level of activity
rationales must be successfully integrated
into the second-level activity schemes for
judicious activity progr ing.

No necessary incompatibility of ap-
proaches is implied in this ison. A
ring tossing game initiated under the hol-
istic rationale would be advisable under
the stress-regulation rationale if it were
within a patient’s competence level, but
inadvisable if the competence level were
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exceeded and the patient became agi-
tated. Similarly, a

activity under the balance approach
might be appropriate under the impair-
ment.orientation for an older patient with
generalized weakness but would be con-
_traindicated for one who is recovering’
from a recent hip fracture. Sanding.a
breadboard with a-bilateral sander simul-
taneously reduces motor impairment in
the affected arm of a stroke patient and
" increases motor ability in the unaffected
arm; however, this exercise could elicit
maladaptive behavior from a retired cabi-
netmaker who views repetitive woodwork-

ing tasks as unchallenging and childish.

By becoming aware of the differences in

these approaches, the activity specialist is

sensitized to potential conflicts in.their

use in converting disorder to order, main-

taining order,. or preventing disorder. -
Patients should not have to endure activ-
ity programs: with conflicting rationales.
Health status is a major determinant of
the preferred activity approach or

- approaches. For the purposes of this dis- °

“cussion, health status may be viewed
simply in terms of type and complexity of
impairment. If a health condition is dis~
crete and potentiaily curable, such as an

_upper _extremity contracture or edema,

the impairment approach might provide

the best option. Conversely, for a chronic,
‘more generalized problem such as heart

", diseaseor Alzheimer’s disease, the stress- -
regulation focus might be preferred. Sim-
ilarly, if the level of impairment enables -

continued, satisfactory participation in
familiar activities, the provision of activi-
ties from a holistic rationale would suf-

“marching-while- -
_scated” exercise provided as a physical :

ROGERS

however, and-the patient is at risk for
inactivity due to the complexity of impair-
ment, programming from an abilities or
impairment ‘rationale would more cffec-
tivély meet the needs of the patient. While
no level of incapacity precludes activity,
the more restricted the patient’s capacity
is, the more difficult activity participation
becomes; therefore more direction s -
required to assure an optimal activity
level for a healthy state.

Thus the activity specialist’s role - in
activity selection is reciprocal to the
patient’s role and is dependent on the
patient’s health status. Patient control
aver activity selection is preferable, since
it elicits greater involvement and coopera-
tion. The exercise of the choice is parm:u-v.
larly important in institutional settings in *
which opportunities for control ere often.- .

minimal. Under, such circumstances the ..
- exercise of control in-even small things,

such as taking care of plants, has been .
shown 'to have pasitive benefits.'* The .-

acumy specialist is justified in taking ' -

e of activity selection only if the -
pauent is unable to act discriminatively.
This state may take the form of an inabil-
ity to decide what to do, lack of motiva-
tion to become more active, failure to
start an activity, lack of persistence, or
confusion in knowing what is feasible.
Considerable skiil is required to interest.

* those who do not care to be interested and

to find feasible options for those with

The activity specialiss’s role in
activity selection is reciprocal to the
patient’s role and is dependeat on the

+  patient’s health starus. s e

fice. If such particip is precluded

10 TOPICS IN GERIATRIC REHABILITATION
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severe, multidimensional disabilities.
Even when activity is prescribed, the crea-
tive practitioner usually offers several
alternatives to the patient that are in
keeping with the patient’s interests. Coer-
cion and passive stimulation are reserved
for the severely impaired. As the patient’s
decision-making capabilities change,
cither improving or deteriorating, the
activity specialist relinquishes or in-
creases control accordingly.

Regardless of the therapeutic approach
taken, the activity specialist must com-
bine activity expertise with the “thera-
peutic use of self™ to elicit self-directed
programming or to achieve compliance
with activity prescriptions and schedul
Each person possesses a healing power
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Abstract

Rapport has been viewed tradi-
tionally by the helping professions

. as a prerequisite to effective interac-
-tion between therapist and patient.

Clinical observations indicate that
confused elderly residents of a
Home forthe Aged have the capaci-
ty to establish warm personal rela-
tionships with their therapists and
caregivers: In order to determine if
this apparent rapport has a posm ve
effect on task performance; six con--
Sused subjects were assigned either
to an experimental or control group.
They were administered the Picture
Identification Task before and after

" receiving a program designed to
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blish rapport with their respec- ""
tive leaders. All testing was done by

the experimental group. leaders.
Thus the experimental subjects had

. rapport with the administrators,

while the control subjects did not.
The data indicated that experimental
subjects decreased their inap-
propriate behaviours, were able to
respond quicker, and made better
use of nonverbal test cues at post-
test. Control subjects did not
d ate these ch . It was

concluded that rapport can facilitate
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some task behaviours despite
cngnmve impairment.

A rehabilitative, rather then custodial

approach to management is being. .

used when dealing with people diag-
nosed with Alzheimer's Disease. This
‘approach is resulting in multi-
disciplinary involvement and search

of new rehabilitative treatments.

Over the past five years, senior oc-
cupational Lhmp‘y students on part-
time placements in a Home for the
Aged reported that vmhm two weeks

id withad is of
Alzheimer’s Disease were greeting the
students nonverbally and some were
indicating awareness that the students
were associated with a pleasurable ac-

tivity. Despite the elderly confused

resident’s- characteristics of memory
impairment and disotientation, clini-
cal’ ‘observations indicated that a
positive emotional bond does develop
between this patient population and
members of health care staff, an
observation ‘supported by Edelson
and Lyons (1985). Tradmonally. oc-
cupational therapy. recognizes rap-
port
rehabilitation. Thus, it was decided to
explore the effect of rapport on the
performance of a simple task by
elderly residents having a diagnosis of
Alzheimer’s Disease. While it was
recognized that cognitive limitations

- would be present, it was anticipated

that rapport could still be influential
in terms of lmproved task perfor-
mance.

Literature Review .

Central to v.he phxlosophy of al.l
is the of
rappon or therapeunc relnuonshlp. It

253

as a vehicle to successful .
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It has traditionally been assumed that mutual
trust and positive regard between therapist
and patient will enhance the outcome of
treatment or counselling.

reflects confused elderly patients’
abilities and limitations.

In summary, the capacity of the
confused elderly patient to establish a
relationship with a therapist or
caregiver has reccived support in the
literature. Techniques to improve

has traditionally been assumed that a
relationship of mutual trust and
positive regard between therapist and
patient will enhance the outcome of
treatment or counselling. This belief
also guides therapist-patient interac-
tion in occupational therapy (Mosey,
1981; Reed & Sanderson, 1983;
Yerxa, 1983).

In 1979, Ford reviewed the
literature on therapeutic relationships
and cited a number of studies in
which the characteristics of this rela-

tionship were analyzed. The charac- -

teristics of the therapist were iden-
tified as ‘‘verbal and nonverbal
invol , con-
cern and respect for the client”
(Ford, 1978, p. 1311). These
characteristics were more significant
for the client than the therapist's
perceived compétence or authority
(Sweet, 1984).

A study d d by R dal

adopted (Burnside, 1978; Goldstein,
1982). In pting to blish rap-

< ication with these patients
and enhance the development of
rappon have been described. The

port with the client who has a
diagnosis of Alzheimer’s Disease, the
therapist faces the added challenge of

I p between rapport and per-
formance has been the focus of very
limited |nvcsuganons although it is

how to convey this more personal
style of relauns lo a person for whom
The
confused mdmdual's efforts to con-
verse are often incoherent and under-
mined by word finding difficulties.
Reception of information is also
impaired (Welford, 1980). Mac-
donald (1986) provides guidelines for
the improvement of communication.
She particularly stresses nonverbal
communication as a productive
technique when language skills are
impaired. Gazda (1978) reports that
65% of the meaning of a message is
derived from nonverbal communica-
tion, and in some cases the nonverbal
components may even ovemde the
verbal This §

for ful communication with

and Ross (1982) investigated the ef-
fects of rapport on task performance
of 50 normal elderly subjects. Sub-

the confused elderly if specific use is
made of gestures, mime, d a-

believed by the helpi
professions that rapport positively in-
fluences performance.

Methodology

A quasi-experimental design was
used, in which control and ex-
perimental groups received pre-
testing, a four week intervention
activity program and post-testing.
Both the pre and post-test consisted
of four measurements taken over a.
three week period. The use of a con-
trol group was intended to contro! for
those effects due to the intervention
activity program and possible con-
tamination of the results due to the
Hawthorne effect. All testing for
both groups was conducted by the
two fourth year occupational therapy
students. These two students also led
the experi ] group, while two

tion and voice modulation to convey

jects were T igned to
experimental and control groups.

Gazdn (1978) describes a series of

Experimental subj r d atten-
ding behaviours from the therapist
while completing the Goldfarb Men-
tal Status Questionnaire. Contro}
subjects completed the questionnaire
without experiencing attending be-
haviours. The results showed increas-
ed performance ratings for the
experimental group. Despite the com-
monly held belief that rapport
facilitates compliance, cooperation
and a desire to do one’s best, little
research has been done to substan-
tiate this belief. The study by Rosen-
dale and Ross (1982) is the only one
of its kind involving elderly subjects.

Achievement of rapport with an
elderly client requires the therapist to
be more personal, sharing the client’s
interests and feelings, and being more
open about himself or herself, in con-
trast to the “professional’ or more
objective or distant style usually

256

attending behaviours which convey
aocepumce and trust, the basic com-
ponents of rapport. These include eye
contact, touch, relaxed posture, and
facial expression appropriate to the
emotional tone of the interaction.
The therapist should also show alert-
ness and enthusiasm. The use of these
techniques, and the importance of in-
teraction on rapport with the confus-
ed eclderly have been discussed by
some authors (Hoffman, Platt, Barry
& Hammill, 1985; Willians, 1986).
Edelson and Lyons (1985) state that
the confused elderly will respond to
the emotional content of a message.
The ¢ of this responsi is
likely to be a maximizing of function.
Furthermore, both Edelson and
Lyons (1985) and Griffin and Mat-

third year occupational therapy
students led the control group. Rap-
port was developed between group

" leaders and their respective group

through the use of attending
behaviours as outlined by Gazda
(1978). Thus, the experimental group
was tested by individuals with whom
they had developed rapport. This was
not the case for the control group as
the fourth year students were
unknown to them.

The one hour intervention program
which was conducted three times a
week consisted of activities such as
light exercises, arts and crafts, cook-
ing and music. No activity which
resembled the test instrument was in-
cluded in this program.

The test instrument was designed to
be unfamiliar to the subjects to en-
sure that it would not elicit automatic
responses. It was felt that automatic,

r such as eating

thews (1986) contend that ful
rapport with the elderly will result in
performance which more accurately

and dressing, would not provide a
good measure of rapport effects. The
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. instrument consisted of a’ Picture .
Identification Task (PIT), an obser-,

and administra-’

tion/observation protocol. The PIT -

. vation checklist”

_ was based on four cards selected from
the Association Picture Cards, Il of
the Developmental Learning Materi-
als (1969).. In order to identify the
level of verbal and non-verbal cucing
required to elicit a behavioural
.response, the PIT instructions were

graded from abstract tc concrete.

“‘Gradation’ of Cue” (GOC) was the

term given to the levels of cueing as

follows:

GOC level 1,2 verbal cue: “lhave a
picture for you" (card dlsplaycd)

GOC level 2, a non-verbal cue: card is
moved closer to subject )

GOC level 3, a general vchaquon- 7

verbal cue: “‘can you tell me what
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Results

Individual behaviours from the
observational checklists were grouped
into the following categories: verbal/
appropriate, physxcal/appropnatc,

- verbal and physical/inappropriate,

number of nouns, time to first correct
verbal response, and time to first
physical. response. Given the small
sample size inferential ' statistical
analysis was not possible. Similarly
case by case presentation of data
would not have demonstrated the

. overall mplxcanon of the effect of

rapport. Experimental and control

- Broups were therefore compared for

emerging trends and/or patterns with
respect to each group membcr s
baseline. -

A pattcm of increased conslslency
‘in di

is in the picture?” (pointing to
card) -

GOC level 4, ‘a specific verbal/non-
verbal cue: *‘can you tell me what
!hxs is?" (circling specific object on

A thmy second interval was al]owed

for subject’s response before pro-

ceeding to the next GOC level. .
Thc obscrvanonal checklist includ-
ed p P such
i hi M md

as
verbal responses such as picture :
_ description and request for informa-

tion. The structure of the observation
checkiist allowed documentation of a
variety of response bebaviours accor-
ding to the GOC level in which they
occurred. Response bebaviours pro-

vided information such as attention’

to task, frequsncy and speed of
physical and verbal responses and
ability to name an object.

A sample of 15 confused residents -

of a Home for the Aged was selected
by nursing staff on’the basis of a
diagnosis of Alzheimer’s disease and
a rating of. ‘*dementia’* on Folstein’s
Miuimental Status scale. These 15
" were administered the PIT and six

subjects with lower mid-range scores .

were selected, thus eliminating - ex-

treme scores. The six_subjects, all-

female, who were between the ages of
89 and 96, were matched in pairs ac-
cording to their level of cooperation
and, word-finding difficulty. One
member from each pair was random-
ly assigned to the experimental group.
The remaining three subjects formed
the control group. .
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expenmcmal group.. The experimen-
tal d able to d

g within the verbal/ap- -
propriate category was seen for the

CJOT — Vol. 55 — No. §

Increased consistency of responses

. was noted in the number of nouns

category. This was again due to the
»ability of the experimental group to
pick up nonverbal cues.

Informal observations which were
recorded by the four leaders during
each session,. supported the ex-
perimental findings. As rapport
developed though the use of activities
and attending behaviours, the sub-
jects became more cooperative.-They
greeted the group leaders in @ warm
and friendly manner, offered food
and began to display more ap-
propriate social skills. Inappropriate
behaviours, such as- spitting and

- crying decreased.

In general, results from the PIT
suggested that the experimental group
was more consistent in responding
across the GOC levels, responded -
more frequently to the non-verbal

GOC lcvel 2 and showed a greater * .

“to the non-verbal GOC levei 2, thus

making their responses more consis-
tent, wheteas the control subjects
«could not.

In the category of verbnl and
physical/inappropriate, a pattern
emerged of alarger decrease of inap-
propriate .. behaviours in the ex-

* perimental group than in the control

group. The experimental group was

also able to decrease the time required *
. to perform the first corréct physical

response. In contrast the control
group subjects increased their ume in
this category.

Data from the category of physn~
cal/appropriate behaviour did not
suggest any differences -between

. groups. As the focus of the PIT was .
not on physical behavioural re-

sponses, the result in this category is
not surprising.

For the category of time to first
correct verbal response the data did
not suggest any pattern. This may
have been due of the word-finding
difficulties which are characterisiic of
the population under study.

priate behaviour
than the control group The key fac-
tor in thé experimental group’s per-
formance appeared to be the ability
to perceive and act upon the non-
verbal cues. -

Discussion

' The results indicate that in these
subjects, rapport had some positive
influence on task petformanec How-
evet the small size of the sample
precludes generalization of these
results. ' The, characteristics of the

- Alzheimer patient require that in-

dividual or small group activities be
used in programming, so that the
results of this pilot study would have
to be replicated on numerous small
patient before 1

- canbe drawn on the role of rapport in

(hxs populauon

" Imtervening variables were controll-
ed .25 far as possible by the study
design. Nevertheless, the effécts of an
.upsetting or stimulating event on one
subject could have skewed the results
‘again due to the small sample size.

v~ s e U 1> sy

Establishing rapport as an enhancement of.
nonverbal communication skills, may be seen
as a useful tool in improving the quality of life

for the confuséd elderly..
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Given that the activity involved in
the testing situation had no relation
to the activities used during interven-
tion activity program, it is believed
that learning played no part in the
results, and that rapport was suc-
cessfully isolated as the independent
variable in that all factors were iden-
tical for both groups except the
establishment of rapport with the ad-
ministrators of the P.I.T.

The positive influence of rapport
upon task performance of the subject
under study appears to be due to an

in of

and a decrease of inappropriate
behaviours. A recurring theme in the
findings was that of the importance
of rapport in enabling the experimen-
tal group subjects to respond to the
nonverbal cue. It may be that within
the relationship of rapport, nonver-
bal communication skills are
heightened. Edelson and Lyons
(1985) state that the confused elderly
individual possesses a nonverbal style
of communication which is unique to
himself and that he may be best
reached through a nonverbal mode of
communication. Thus establishing
rapport as an enhancement of non-
verbal communication ski.lls. may be
seen as a useful tool in improving the
quality of life for the confused elder-
ly.

Rapponeanbeseenuhavmsa
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of the study can be viewed only as
possible trends. However, rapport
does appear to have some positive ef-
fects on task performance, as is ccm-
monly assumed.

As indicated earlier, further studies
using a larger pool of small subject
groups, will be necessary to validate
the findings of this study. A design
which would allow for interpretation
of results through the celeration line
approach would yield information
about rapport establishment and ex-
tinction. Further research can explore
the influence of gender in the
caregiverclient relationship as the
findings may determine staffing
preferences for optimal client care.
The use of nonverbal communication
among the successful versus pro-
blematic caregiver-client/relative
duos can be explored in the communi-
ty. It may be that the stay of an
affected individual in the community
could be prolonged by teachmg the
care-giver nonverbal cueing methods.
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relation personnelle chaleureuse avec
leurs thérapeutes et leurs dispensa-
teurs de soins. Afin de déterminer
U'effet positif de cette relation appa-
rente sur la performance des téches,
six sujets confus ont été assignés soit
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groupe expéri; l. Ainsi, les sujets
du groupe expérimental avaient déjd
une relation avec les administrateurs
du test, ce qui n’était pas le cas pour
les sujets du groupe témoin. Les don-
nées lndtquem que les sujets dﬂ
groupe expér ont

leurs comportements inappropriés,
ont pu répondre plus rapidement et
ont fait meilleur usage des indications
non verbales du test & la deuxiéme
épreuve. Les sujets témoins n’ont pas
Jait état de ces changements. En con-
clusion: la relation peut faciliter la
performance des tiches en dépit de
U'atteinte cognitive,
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n the past, studies, research, and developmentof
innovative seating devices have béen.geared toward
the pedramc population. Our literature search has g
revealed a deanh of geniatric seating research

Thei mcreasmg need for, genamc research and subsequenr

intervention becomes essential as 10 pefcent of all indi-- .
viduals.age 75 and over, and 22 percent of all individuals’

- age 85 and over have shown to be'in nursing homes (Pear-
son‘and Wetle,-1981). In caring for the elderly population,

‘| it has been shown thai the influence of expectatjionsand .’ :

attitudes of geriatric caregrvers 1s cnucal to treatment -
results (Gustafson 1983) o

It should be noted that poor posture isnota. funcuon of the
normal aging process; or a necessary byproduct of instit-.,
".tionalization. Unfortunately, our experience- indicates'that -~
haphazard or negligible intervéntion in positioning of
those institutionalized elderly who spend large. amourits of

" time seated fosters increased dlsabrlmes "and dependence. -

Thus postural-intervention would benéfitand:id€ally o
" should be initiated for all mdlvrduals who spend substan-"- .-

tial periods 6f 1ime in;a chair. Postural’ interventionis--. © - ¢ -

especrally important for- lhose panents who donot have

- adequate musculoskeletal propnocepuve Or. cognmve

ability to readjust their position. This encompasses-a“

large percentage. of the institutionalized elderly. Inter- :
- vention has been shown 1o nnpm\ e function and contact
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*"with the environment, -and aid in the pre-
.~ vention of physiological compromises that
- c-can result from poor posmonmg y '
While estabhshlng a seating chmc in‘our
" institution in response to'the growing need -
for postural intervention, we could only

~ conjecture as to ‘the broad spectrum of needs"f
. aswell as potenual benefits to be derived.

* from improved positioning of: “our popula-
tion. Our needs assessment of those referred

~10 our clinic revealed deficiencies in-current

- seating-positions.of both physically and cog-

.. -nitively impaired individuals. Further, the |

actual éxperience of our seating clinic has™’
* been that the majority of our unsolicited
-referrals for positioning intervention have .
come from our facility's units with more -,
regressed patients. This fact led 10 our initia-
tion of a chart review of the 116 residents on

- these units. Our findings, as show n on the

accompanying graphs, reveal a generally .-
functionally dependent, non- -ambulatory

population with myriad diagnoses. Menta- .

tion is decreased in the vast majority of these
re51dents In short, postural intervention for
these people is necessary to prevent further
cardlovascular pulmonary, and musculo-
skeletal decline as well as to increase their

. potential for making eye comact with thexr
environment.

An added bonus appears to be the 1mprove- .

ment of the staff's perception and thus, we
- hope, increased staff interaction ‘'with these
residents. Our pilot attitudinal study has
indeed indicated a difference in staff percep-"
_tion based oni positioning in the wheelchair.

To facilitate improved seating/positioning in
- our facility. we used myriad approaches.
These approaches run the gamut from staff-
produced foam cutouts and supporis 10 a
segmental seating device. Makeshift seating
or generic devices ceriainly provide sufficient
~ functional or positional improvement, but

" have proven difficult to maintain in an insti-

v

o References :
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"tutionalized semng wnh a mulutude of care )

givers, However, we have, found that a seg-.
mental modular orthotic devicé,-OrthoCon- .,
cepts Seatmg System, which can be altered

by the therapist or othoust to be.the most .

successful. This devxce provides the greatest
potential for consistency in continuity of .

. positioning. When the current patient no
longer.is able to benefit from it, it can be
readjus[ed to meet the needs of:another

patient. Both ease of maintenance and ver- )

. satility are important factors in institutional . -

- or multi-caregiver settings. OnhoConcepts

Seating System has proven tc be the most .,

easily maintainable as well as versatile seat- -
mg dewce we have encoumered

. Seating system nefetenced in text’
available as follows:

OrthoConcepts Seating Systems

545 Mayfield Road

. Cleveland, Ohio 44124

(2165 349-8222

Gustafson .M. (1983). The' dangerous
wheelchalr Jaumal of American Geriatrics
Society. Vol. __ ,572-573.

Pearson, D. A., &Wetle T T. (1981). .
‘Long-term care. In Jonas, S. (Ed.); .

. Hedith Care Delivery in the United States N
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ut-of bed seatmg for the severely mvolved
tinutionalized elderly is of major concem o
‘occupational therapists. Techniological advances’

" have provided multiple options for wheelchair- .-

adaptations, some of which can be quickly and effectively -

" used by the therapist on site. Other more sophisticated * -
| . adaptations require fabrication and assembly througha .

vendor. The expanding array of equipment, materials, and

‘supplies requires increasing familiarity with available

options so that knowledgeable decisions can be made.
Appropriate prescription and fabrication must be followed
with adequate funding. Therefore, today’s therapist must - .-

" be equally skilled in identifying funding streams and

obtaining the nece;sary monies for specialized equipment .

“and adapuons /

Evaluatlon and prescription issues for out-of-bed seating

miust consider both the needs of the individual client and

the readiness of the facility to accept complex and variable

components in a seating system. A support team within
the institution must be committed to effectiveuseand .
mairitenance of the specialized seating provided for the ch-

- ent. without team cooperation the seating system, care-

fully and knowledgeably designed by the therapist, will .
not be used effectively—if at alll An important part of the
evaluation process for the therapist must therefore be con--
sideration of the human and non-human environments

8.
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which support the positioning program
designed for the client (Epstein. 1988).

The complex problems in providing seating
for this elderly population require that the
therapist have space, appropriate supplies.
and access to special equipment in order 10
evaluate the client during several sessions.
Without such resources, subtle issues that
affect functional positioning may be missed.,
thereby causing serious problems after deliv-
ery of the system. As an example. a client
with agitated behavior on the nursing unit
may be characterized by repetitive move-
ments of the lower extremities. Using an
unpadded laptray as part of a seating system

. for such a person places them at risk for
bruises and tears of the skin.

Supportive environments for the therapist
and client within the instiution must be
complemented by a pool of knowledgeable
vendors and an understanding of funding
options. Use of specially designed forms,
such as the one recently developed by a
seating/wheeled mobility task force (Elec-
tronic Industries Foundation, 1988), will

" help assure approval of costly equipment.

Prescription
Institutionalized elderly present complex

evaluation issues. Staff referral for position-
ing may be'made due to “constant sliding
out of chair.” The therapist's concemns. how-
ever, are multiple and specific. Such factors
as tone, posture, skin integrity, continence,
sitting tolerance, and movement are pri-
mary. Orthopedic considerations, including
kyphosis. scoliosis, dislocated hips, flexion/
extension deformities, must be delineated.
Complex diagnoses, including osteoarthritis
and osteoporosis, and long histories which
may include fractures, decubiti. multiple
bruises. and skin tears are of concem. Func-
tional abilities to perform such tasks as
self-propulsion, transfers. eating. communi-
cation, and panicipation in activities must

14
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be ascenained (Gans, Hallenborg and

* Trefler, 1984).

Evaluation considers the methods for nor-
malization and stability. beginning at the
pelvis. Such problems as obliquity, tilt, and
fixed deformity require seat and back modi-
fications. These may include a seat with a
special cushion, hip guides, abduction
wedge, anti-thrust roll, seat belt, or bar
across the anterior-superior iliac spine
(Cooper, 1987 Margolis, Wengert & Kolar,
1988). The sling back may be replaced with
a firm back and contoured with pressure
responsive foam, lumbar or shoulder rofls,
lateral supports, and possibly a specially

" designed headrest (Bergen and Colangelo,
1982). Significant scoliosis and kyphosis
require more supportive environments, such-
as those available through Contour-U and

" Foam-In-Place Systems (Bergen, A., 1988;
McNaughion, K., 1988). Angulation/.
Orientation-in-space, now available for the
adult population, must also be considered
for those in need of gravity assistance to
maintain a stable and normalized seated
position. Such equipment allows control
and appropriate positioning for head, wunk,
pelvis, knees, and feet (Rego, 1988).

Severely involved, institutionalized elderly
are at high risk for pressure sores. Seat' cush-
ions must therefore be responsive to the par-
ticular needs of the individual (Garber,
1979, 1985). A wide variety of wheelchair
cushions are available, giving the knowl-
edgeable therapist many options and a
varied price range.

Fabrication

The standard size wheelchair, found in most
institutions, can easily serve as a basis for
adaptive seating inserts. These adapiations
can be fabricated within the occupational
therapy depaniment or with the assistance of
the facility 's maintenance depannment. More
complex seating will require the effons of a
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seating team and fabrication by an outside
vendor. In either case, the therapist must be
knowledgeable regarding the variety of
materials and component parts that are
available on the market io provnde the

| needed adaptanons' .

' Low-tech-adaptations allow a therapist on-

. site gradually to modify the wheelchair -
while monitoring the client’s response to
each change. As long as the’ modifications’
are simple, easily applied, and understood

" by staff, they are well accepted and provide,

" aquick; inexpensive, and effective solution.”
. . + N . .

Materials such as plywood: polyurethane;

viscoelastic and ethafoams; hook and loop - -

or webbing straps; and special hardware,

fabric'and viny!s offer many* creative solu-.-

nons to the knowledgeable theraplst (Shafer
Al Epstem C.. l987)

Inexpensive, commercnally avaxlable adap-’
tions are also available to assist therapists in
quickly resolvmg posmomng issues: Simple

10 apply, easily understood by staff, and fab- -

“ricated to withstand use inan institutional
setting, these posmoners are cost-effective
solutions and can be-kept in stock as part of

_ the occupational therapy supplies (Epsteln

CF, I988 AllMed 1988) R ‘

Those clients requiring more complex seat-
ing should be seén by the seating team in’
¢onjunction with a knowledgeable medical
equipment dealer. Decisions regarding linear
vs. contoured, upright vs. angulation in.
space, fixed.vs. adjustable hardware, foam
vs. gel, and multiple other option’s can be
considered by the team as they observe cli-
ent response to seating modifications (Ran--.
dall, M., 1984; Trefler. E., 1984). Itis ..
preferable to simulate the projected seating
environment so that client response can be
assessed over a number of days. g

.

Funding : .
Without funding, the time, energy, and
multiple resources devoted 10 prescription

-and fabrication will be for naught. Inexpen- -

sive and readily available adaptations require
support from within the facility. Funds may

“be provided through nursing or mainte-

nance budgets, or-directly to the occupa-

' -tional therapy budget. In'some cases, it is

possible to have client t_"amnlles suppon the

needed equlpmem

For more expénsive and.complex equip-"
ment, funding is sought through third-party -
payors or client families. When third-party
payors such as insurance companies, Medi-

" care, and Medicaid are involved.'a compre-

hensive report and justificatiori for the’
needed equipment are-required. A well--

. written. clearly presénted report with

‘accompanying picmres-and data on compar-

ative equipment that was considered but not -

- recommended will help to obtain approval

“for costly irisérts. In addition, the use of a -

facility wheelchair frame, into which the ~
insert can be firted, will § 80 far in oblammg

'the needed approval : ) REERI

* Summ.

Todays technological advances in seating-
allow therapists servicing institutionalized . -
elderly to provide effective positioning for

- ‘this needy population. Clients who are well
 positioned will increase their participation in
. and functional performance of important

- self-care skills. Interaction” with the environ-

ment, awareness, and communication with

" peers and staff will increase. Staff support

and interest in these severely involved
elderly will be enhanced in direct response -
to the client’s greater independence and the

: 'decreased staff ume requnred for reposn-

uomng

- Using - low and hlgh -tech’ 'approaches 10

seating. the'creative and knowledgeable

. therapist can expand services to this popula- .

is
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tion. Funding sources from within the insti-
tution, as well as from client families and
third-panty payors, will help maximize the
amount of adaptive seating available in any
given facility.
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Item 7
Use of Restraints in uursin§ Homes

L. Gregory Pawlson, .M.D., MPH
Professor of.Health|care Sciences Cos
o Medicine B .
. Health Services Administration -

. 1 : |
The first point I would like to make echoes. what you have
heard, from a different viewpoint in much of the earlier testimony.
- From an academic or scientific perspective the best that can be

said about the use of physical restraints is that the indications |

for the use of physical restraints are unclear and the evidence for ~

efficacy and safety of physical restraint is essentially non-
existent. I will return briefly to this point at the end of my
presentation.since .Dr. Lois Evans will focus more extensively ‘on
the scientific evidence. :

The main focus of my testimony is less ‘immediate but in the.
long run, more important if we are to avoid similar problems in the .-

future. Unfortunately these issues dq not lend themselves®to the

. use of dramatic examples, as with a patient who incurred injuries

because they were wearing a restraint or who suffered a fractured
skull because they weren't. My focus is on the real issue that
confronts us today: how do we provide, at reasonable cost, a safe,
appropriate and humane nursing.home environment for ‘persons with
both cognitive and physical impairments? . .

. B ’ -
As a number of speakers today have eloguently indicated the

use of personal restraints is an inadequate answer to this problen.
Their suggestion that we modify the environment of care rather.than
réstraining the person is simple and profound. However this rather
self-evident finding presents a major challenge, t? \ most

S

This cha'lle'ngé brings. me to the major ' point of my
presentation: Care in the nursing- home is sub-optimal laﬁg\:ly

_because neither health professions educators nor health care

researchers have created a reasonable approach to developing or
evaluating the care of individuals residing in nursing homes. We
have argued whether the medical or social model of care should
apply to nursing homes when we should have recognized that neither
is directly applicable. We have been smug and self-satisfied as
have forced hospital medicine and nursing and community social work

current non-system.of care in our nursing homes.

. The use of physical restraints is. a direct result of the
medical and nursing approach to nursing home care and the resultant
over-reliance on technology applied to the individuals rather than
the environment in an effort to manage problems in the nursing
home. The focus on technology applied to individuals is ' very

. paradigms: on, the nursing home erivironment. .The result is our ;

impértant in terms of our investment in basic research which may .

someday lead to methods to control or prevent the degenerative and
dementing diseases that result'in fragility. The error is that this

* approach limits our thinking about modification of the environment

rather than of the individual. Modification of the environment is
all too often simply overlooked. . .l R '

. Yetv our colleagues in social work or rehabilitation have also
contributed to the problem by failing to adapt their own approaches *
to the care of nursing home patients. It is obvious to everyone.who

.in engaged in providing health care services to older persons that

no ‘single discipline is sufficient 'to:prdvide comprehensive care’

.to this group. The use of the "interdisciplinary teams" has. been

widely seen as a solution to ‘providing optimal care to’ older
persons. Indeed federal 'regulations require that the care of

‘individuals in nursing homes 1is. reviewed on admission and .
. thereafter on a quarterly basis by certain professionals. Most

‘often a group of professionals, usually including nurses, social

workers and in some instances physical and occupational therapists,
dieticians and physiclans, are brought .together to develop or
review the plan of care. This expensive and time consuming activity
has.often failed to arrive at creative solutions most often in my
experience because of the lack of leadership and the previously

" noted reliance on interventions 1limited to. patient applied

technoloegy.




239

A second and equally fundamental problem is the lack of
support for research to evaluate the safety, efficacy,
effectiveness or appropriateness of any technology applied to
functionally and cognitively impaired older persons.

There are several hopeful developments which may enhance the
effectiveness of our approach to caring for cognitively and
" physically impaired individuals in nursing homes. First as noted
by an earlier panel, the implementation of the nursing home related
portion of OBRA 87, creates & process for defining a care planning
process that is linked to a careful and thorough assessment of the
patient's needs. Secondly the continued refinement of comprehensive
geriatric assessment as a tool for defining the health care needs
of older individuals will add to our ability to specify and target
problems in some nursing home residents. These innovations will not
however be effective unless there is a concerted effort through
both continuing education and curricular change in health
professions education of the importance of and possibility of
modifying the environment as well as the patient.

It is always far easier to identify problems than to find
solutions. Let me outline a few of the changes that I think might
lead to better care in our nation's nursing homes. We need to
develop approaches that rely on modification of the environment of
nursing home care to fit the need of patients not the reverse. The
nursing home environment was developed and modeled after the
hospital at one extreme or the rest or retirement home on the
other. What we need is an integrated model which recognizes the
substantial medical and nursing needs of the patient as well as the
social and developmental needs.

We need to have true interdisciplinary approaches which embody
new nmodes of care revellent to resident needs and not simply each
discipline trying to force its own limited model of care on the
nursing home resident.

To accomplish these goals health professions educations must
establish new models of education Teaching nursing homes by NIA and
Robert Wood Johnson Foundation have helped but have only
established a beginning to a new, and more appropriate approach to
nursing home care. To maintain even this modest beginning will
require a refocusing of some existing funding for nursing, medical,
and rehabilitation education and research on the nursing home
setting of care.

In terms of specific recommendations:

1. The problem of providing a sate, yet minimally restrictive
environment for frail older persons with multiple functional
impairments is serious and widespread and merits substantial
attention from funding agencies, researchers and clinicians.

2. The National Institute on Aging, the National Center for
Nursing Research and private foundations should develop a
substantial, coordinated program of research into the
development of safe and effective methods for reducing risk
of injury, and enhancing the function of older persons with
cognitive impairment, especially those with behaviors that
lead to patient and staff distress. This research should
include a careful investigation of the efficacy of existing
approaches including physical and chemical restraints in
addressing the problem.

3. The GAO should be asked to do a review of the existing
evidence of the safety and efficacy of existing approaches to
behavioral problems seen in older persons with cognitive
impairment. .

Although this testimony is geared to educational and research
it is impossible to address the problem without a consideratior-of
current Medicaid reimbursement policies. Many of the current
alternatives to physical or chemical restraints have been developed
in nursing homes with relatively homogeneous ethnic or cultural
populations or with sources of revenue substantially more generous
than Medicaid. 1In addition, there is no guarantee that research
will uncover techniques that will be both safer and more effective
as well as less costly than restraints. This would suggest that
there must be a willingness on the part of the American people, as
reflected by policy decisions made by state and federal
legislators, to provide adequate funding in the Medicaid program
to provide more effective alternatives to physical or chemical
restraints.

L)




. .absent, at least from the chart.

. efficacy.of restraints for those indications. . = <%

To ‘expénd large amounts of:!time and effort on research and
,educational appr h in the ‘of such a commitment is
likely to.be of little lasting benefit. In the last analysis, it ’

is the plight of the cognitively impaired older person, regardless
of the set;i_nq, that must be the focus of our efforts.

..The other fundamental problem which I -alluded to is the lack
of funding to develop 'and then to evaluate the safety, efficacy,
effectiveness 'and appropriateness of approaches to safe and humane
.care of nursing home residents. Recent studies of the:patterns of
medical care in the United States have produced strong arguments
to support the position there is substantial over-use of certain
diagnostic 'and therapeutic procedures. This is also increasing
.awareness that, some dlagnostic and therapeutic procedures in

relatively widespread use,  are little or no, benefit. These

findings are especially problematic in regard to the care of the
frail elderly. - . N . ety

-'First, the population of frail oldel‘:' persoh's is very

' heterogeneous and both the potential risks and potential benefits

of diagnosis and treatment are often increased. .Secondly, there
is .a relative dearth of clinical and health ‘services research’
focused on the use-of diagnostic and therapeutic measures in frail
oclder persons.  Finally, because ‘of public financing of the care
of older persons, ‘their .care .is receiving- increasing public
scrutiny. B . R T . .

.. The .use .6f physical and chemical restraints on_persons
residing in mirsing homes is.a .prime example of the human and
economic costs of what happens when we fail to eévaluate health care
technology. Several articles have appeared in. the Jo

American Geriatrics Society and elsewhere which have demonstrated

" wide-spread use of both chemical and physical restraints in nursing

homes, rehabilitation unitg.and hospitals. All.too often the
indications for use of the r&straints were either unclear or even

. From my-'%yn,;éxberience, as, well as published but 1argél§

" anecdotal evidence, physical restraints or psychotropic drugs are
- Gften "ordered" by physicians following a cohversation:or phone

call from a beleaguered nursing staff trying to cope with a patient
with cognitive impairment.who appears to be a danger to themselves
or others. An. unproven -approach to what is ‘often an’ acute
situation, becomes a chronic. therapy because we feel. that

- "something® has been done.to solve the problem. Yet' there are a
. disturbing number of examples where there.has been injury or even

death as-a direct result of the use of physical or chenmical
restraints. < LS . . R -

Séverallzecent and’ moré ‘carefully designed research projeci’.s
have -documented emotional distress in physically restrained

. patients, and an increased incidence of falls in those on

.psychotropic. drugs. Although the lack of appropriate control
groups :limit interpretation, the use of .restraints has also been-
associated with reductions in'‘mobility, _continence and .social
interaction: Even more disturbing is‘the’ lack'of clear indications
. fof the use of physical restraints and unequivocal evidence for at
while the.reasons most often cited for the use of restraints is to
prevent patient injury or to allow "necessary® treatment to occur, )
I.-'am  unaware ‘of “any study. that has ‘'clearly ..demonstrated- any
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Reviews and the development of guidelines by groups such as
the Clinical Practice Committee of the American Geriatrics Society
will no doubt be helpful in guiding this debate. Given our current
degree of uncertainty of the benefit of current restraint
modalities there should at least be requlations that 1limit their
use to situations that fulfill the following criteriz:

1. Where there has been careful documentation of a
substantial danger to the patient (or other patients).

2. Where after careful review, no safer or more effective
alternative is available in the particular setting in which
the behavior occurs.

3. No alternative setting is available to the patient which
could provide a safer and less restrictive control of the
problem.

4. Careful documentation that the chemical or physical
restraint has substantially reduced the danger or behavior and
that the minimal effective dose or frequency of restraint is
being used.

5. Ongoing review of the situation to determine if safer and
more effective alternatives are available or if there has been
a change in underlying behavior.

6. Removal or discontinuation of chemical or physical
restraints at reasonable intervals to reaffirm the need for
and effectiveness of the procedures.

In summary, while a ban on current physical restraints might
indeed yield a net benefit (and thus merits active, reasoned debate
and consideration), it will not solve a more fundamental, and
important problem which is to-provide more effective care to those

older persons with cognitive impairment. The fundamental problem
is that we have failed to jinvest sufficient resources to create an

st {e) wit tive a
side es Likewise, there

has been a paucity of research into developing new approaches or
technologies that offer significant advantages over existing
methods.
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L Item 8

US Senate Special Committee On. Aging
Untie the Elderly: Quality Cdre Without Restraints
Nat1onal Symposxum

December 4, 1989
Washington, D.C.

.Panel: Lookxng Ahead -~ Changing Practlce Through Traininq,
Education, and Research

L.Evans: "Current Status and Needs for Research”

As with many problems affécting the cbqnitively.impaiféd,.
frail elderly, that of physical restraint has received little
attention until recently. Thus far, however, it has generated
much emotional response but littie factual data through
systematic research. Since 1973, only 18 studies have been
published;in the literature, the bulk of these in the past three
yéars (See Figure 1).'As'c5n be seen, studies Bh physical -
restraint of €he elderly have suddenly pec;me a "hot topic,” as
the standing room-only symposium on restraints at the recent
Gerontoloéical Society of America meeting attests. T .

Of the .18 rgported‘studies, six were condﬁcted in é hospiéal
settingl‘?, nine in long term carelb‘ls, and three in a '
combination of ;ettinqals'ls (Figure 2). None'were based in the
community, although'thére is anecdotal evidence that older adults
are also not safe from restraint use iﬂ the home. The research
has primarily been pa&ient—focused (Figure 3), with only one
examining staff decision-making behaviorl8, one facility
practicesl2, and four_a combination4:1°‘11:9-“A11 study designs
have been descript%ve {Figure 4). Of these, seven were small
exploratory studies4,9-11,13,15,18; gix vere prospective, five in
hospitalsl,3:5,8,16 and one in the nursing Homel4. Two were
surveysl2,17, and 3 were pre-post, one group evaluations of
change in practice2:,6:7, Only four report and compare findings
from multiple sitesll,12,14, 15, one of these a survey12 None of
the studies were replications, and none are experimental.

ﬂeveztheleas, from this small beg1nning, we have learned
important things about: the prevalence -of the practice in acuten
and long term care; the natural history of restraint use in
nursing homes; the characteristics of the restrained; risk
facéors for restraint; physical, psychologic, behavioral and

mortality effects for patients; decision-makinq, rationale for

P
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restraint, beliefs and knowledge of alternatives of staff; and
the context of restraint uee in long term care. We have also
learned that restraints are ineffective in preventing fallslé4. as
a summary critiquel?, the few studies which exist suffer from
their descriptive and retrospective nature, limitations in sample
size and selection method; and use of single institutions,
usually the acute care hospital, On}y a few support the
iatrogenic physiologic or psycholoéic effects of restraint in a
frail elderly population, or their effects on staff. None have
compared the effectiveness of physical restraint vs. alternative
interventions in relation to outcome measures. None have compared
designs of the various restraint products in terms of safety,
comfort or efficacy. There have been no prospective, controlled
multi-site studies demonstrating the efficacy of a planned
intervention in reducing restraint use in nursing homes. Thus,
significant gaps exist.

Some say "Why do we need research on this problem? We
already know that physical restraint has negative effects for
frail older people.® Yet many unanswered questions do remain,
including whether restraints are bad for all older people in
every circumstance. Further, knowing alone seldom leads to
doing, as has been made clear by recent public health warnings to
us regarding smoking, diet, and exercise. Thus, a complex
phenomenon like restraint use with older people will not change
on the basis of knowledge alone. Other motivators must be
identified to facilitate change in individual and institutional
behavior. Research can help us identify these factors.

The multifaceted nature (Figure 5) of the phenomenon should
attract researchers from many fields including ethics, the social
and psychological sciences, the clinical sciences, the
humanities, political science and law. In fact, although
restraint use is frequently laid at nursing's doorstep, the
problem requires an interdisciplinary approach for its full
understanding and resolution. Further, there are a plethora of
theories from these other fields which may have utility in
framing studies of elder restraint. These include sociological
theories of systems, social roles or i{mprisonment; psychological
theories of victimization, perception, learned helplessness,
sadism, burnout, learning; biologic theories of stress, circadian

rhythms or immobilization.
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. Take, for exemple, the socio-cultural perspective. We know

very little about the context in which restraints are used. What

stimulates, motivates, and supporté the staff to préscribe and
.apply the devices? What effect do the devicen have on others'
perceptions'qf the resident? And how do these perceptions
contrioute to' the further deterioration of the‘individual'é
function? What part do the physical environment, the
institutional pnilosophy, or the facility's prior experiences: °
with legal liability or regulatory sanctions play in their use?

' Are there differences in use depending on ethnicity; religious

affiliation, payment status or.otner socio-cultural variables in .

.particular facilities? What are ehe subjective experiences of
patiente, nurses4and families‘reqérdinq the. use of physical
restraint? - What wiil be the effeet on.these same parties when’
'restxq;nts’are less often used inla facilitf? wWill all the
' outcomee necessarily be valued pdeitive;y? If a culture which .
.eupports “safety at. all costs,” including widesp}ead use of
restraints, exists 1n some insti@gtions, how‘miqht we‘initiate‘
change toward a cultural value fén individualized care? What
would be effective incentives? Firmly entrenched beliefs,
attitudes, habits, knowledge, and philosophies must be modified
Tif laatinq change is to be achieved. ) . .
A sociologist interested in social movements will find thi
curkent reform movement reminiaceno of others, in our not too
dieéant past. Documenting the effects of evengs'sugh‘as today's
'symposidm,vthe resgnain; nesehrenﬂinitigtives of prominent
_foundatione and. institutes, the pqeggée and.ihglementation of th
nursing home-refo;m.leélslntion in 19?7'(68RA),‘the work of the

. '
'redical'flank' abolitionists, and outcomes of research will be

TR . X
P .

Ye;y_interesting to trace ovez time. 4; g

" mistorical perspective: 1In addition, we:. perhaps have much
to learn from a careful-atudy of the hiscory of the last -'3
restraint reform movement. Such data could be‘brought to bear on
today' s work, in order to avoid.the_gailures;qf that less-tban-
successful effort in American'psychiatry. ,

' o

T

|
i
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Socio-political perspectivé: From the socio-political
perspective, the question must be asked: Why does the United
States stand alone among developed countries in widespread use of
restraint with older people? Development of better quality of
care measures for use in monitoring long term care regulations
and studies of the effects of varying reimbursement systems on
restraint use are also of interest.

Ethical: From an ethical perspective, the questions are
many. Is beneficent restraint ever permissible and, if so, when?
If persons with problematic behaviors are not restrained, what is
the risk of violating others' rights in communal living
situations? What are the relevant guality of life issues? Whose
choice is the risk-taking anyway? Bow should informed consent
for implementation or removal of restraint best be approached
with frail elders?

Legal Perspective: To date, as we have heard, little
systematic investigation exists concerning legal constraints on
restraint-free care. This information is urgently needed.
Development of a revised, and more appropriate, standard of
care--based on research--is also essential,

Biological perspective: Studies in the biological sicences
may also shed light on the issue of restraint. For example, a
fecently published study on circadian rhythms20 indicated that,
in hamsters, physical restraint during the normally active period
of the day can, by itself, induce changes in the circadian clock.
How might this finding help explain some of the behavioral
effects of prolonged daytime restraint in older adults? For
example, nursing home residents who were restrained during the
day have been shown to be three times more likely than the non-
restrained to exhibit sundown syndrome, or evening confusion.

Pgychological perspective: Preliminary investigation
indicates that even a short restraint erperience may have lasting
effects on self-esteem and self-image in older adults.
Additionally, recent studies indicate that nursing home
residents exhibit more agftated behaviors and engage in less
social behavior when restrainedl0,13,15, There is a need for mCre
systematic data regarding short and long-term sequelae of
restraint in terms of psycological, cognitive, behavioral and

emotional morbidity.
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Clinical: Finally, from a practice perspective, several

questions come to mind. < "
_ How do nurses and physicians deciée'tbfuse or discontinue
restraints?
Are there patients for whom physical restraints may be
beneficial? If so,'can a profile be developed?
How can the design of restraint products be improved to
produce safe, more comfortable and less dehumanizing types of

devices for those situations deeined appropriate for such

‘interv ntion? )
. How could physical environments, equipment and furnishings
be redesigned to facxlitate comfort, function, and quality of

life7_v R

Isﬂthere any. real distinction netween "restraint” end
h'proreceive-devibef when the same'garment serves both purposes:
inrrerms of how perceived by resident, staff, significant others?
‘in terms.of physical and psycnologic effects over timeé in terms
_of éthical principles? : ) Co. .

‘ Since the three major reasons for which restraints are '
prescribed.are'risk of falliné, interference with medical
treatment;, and control of disruptive behavior, support of current
and ongoing research on these areas of problematic behavior is
crucial. The NIH-spsonsored initiative on falls and frailty, and
the several studies eupported’by the Alzheimer's Disease
Association, the NIMH and others on various types of problematic
behav1ors including wandering, disruptive vocalizations,
agitation, aggression/assaultiveness, and so forth, will add
greatly to our understanding of thege.problans and sugéesf
alternatives for prevention and mannqement which do‘not include
physical restraints. '

We also need to know: How efficacious are ‘these various
alternatives to restraint for behavioral management in terms of
such outcomes as cost, health state, functional etatus, ane staff
morale and turnover?’

Only the "interference with medical treatment issue” has not
been’ addressed, at least minimally, by research. Here we may
draw on the expertise of the medical ethicists for assistance in
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understanding expression of choice in a demented older patient
who continuously pulls out the NG tube, IV or catheter.
Additionally, there is room for research to test alternate
methods of treatment, camoflaging treatment sites and equipment,
use of distraction, companions, and other interventions. To my
knowledge, although clinical wisdom supports the use of
alternatives, 1little in known about their relative efficacy.

Studies of change in practice behaviors suggests that
restraint use depends less on number of staff, than on their
type and mix, level of training, and knowledge, skill, and
sensitivity in intétacting with older adults. Studies evaluating
these variables would be of great interest.

Finally, models for individualized care must be developed
and tested.

The rising prevalence of physical restraint use with the
institutionalized, frail elderly--unprecedented in the previous
century--is one visible symbol of the failure to deliver quality
care. Growing public awareness of this failure, in part, drives
current interest in research in this area. We can expect
increasing numbers of studies on the phenomenon to appear.in the
literature over the next five years. The movement toward reduced
restraint use with older people must be a thoughtfu; one,
informed and guided by research based-~evidence of ineffectiveness
and harms of restraints and utility of alternatives. Thus, much

remains to be done.
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Is the elimination_of physical restraints in long term care
possible? How cap a nursing facility begin to remove restraining

devices? A growing number of people recognize that physical restraints
are damaging physically and emotionally as well as a dangerous violation
of human rights and know better alternatives exist.l:2 Yet, most
American nursing homes use physical restraints. According to a recent
Health Care Financing Administration (HCFA} report on state and federal
licensure surveys of nursing facilities in the United States, 41.3% of
the residents* are tied to their beds_or chairs.3 Furthermore, evidence
suggests that once a resident is restrained, the individual will remain
in restraints indefinitely or until death.4

Change in this standard of practice depends on breaking established
myths and assumptions. Resistance to this change is supported by the
following forces: 1) an over-protective concern for safety and
injuries,5'6 2., a belief s&stem entrenched in the training and practice
of our caregivers,7v8 3} an accepted procedure for providing easier care
to frail and/or confused elderly,9 and 4) the litigious nmature of our

society. 10

*Resident - term used to refer to all people residing in a long term care
facility. Terminology emphasizes the individual’s health

rather than sickness or a need for medical care
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hs and ions _ T . “,f
In address1ng the use of physxcal restralnts, four basxc myths and

assumptlons can be 1dent1f1ed The flrst myth is the belxef that,
restra;nts decrease falls amd prevent 1anr1es . This is not true. In a
comparatlve study conducted by TlrLawyn (1986) non restraxnxng

fac111t1es experlenced less 1nJur1es from falls ’37 3%) than fac111t1es
‘that used restralnts‘(ﬁo.s%) 11 Accordlng to'a llterature revxew

completed by Evans and Strumpf there 1s no sc1ent1f1c b351s of* supporf

that physxcal restra1nts safeguard resxdents from. LnJury.lvz

Research

conducted at State Unlverslty of -New \ork,Buffalo (1986) indicated that

restraxnt use is a poor measure for the preventlon of falls in SKllled
nur51ng rac111t1es 3 ‘The aunshlne Vxllage Nursing Home ‘in St. "4 ;

Petersburg, Florxda reported that elghty—three percent of the falls‘that

occurred durlng a'‘l2 month perlod between 1987 ’88 were,: among restrained

residents 14 i thlrtv percent reductlon of falls was reported by Mar1e

Boltz, Assocxate Dlrector of Chandler Hall ‘in Newtownu A with the

of - restralnts sxnce October 1988 13 " . PRI

’ e11m1natr
R . . .
The risk, .of déath througn-strangulatlon or, asphy&iationuwhen'using
phys;cal restralnts should be the greater’concern in account in-the

Long Beach california Telegram pec1al Regort'i1987) prov1ded a list of

»thxrty seven Un)ted States and Canadlan deaths dlrectly attrlbuteq te

restralnt devices between 1980 1987 ‘taken from accounts in.medicai el '

4 llterature and from reports by doctors, medlcal examlners and otners to -

the Food and Drug Admlnlstratlon and the U. S Lonsumer Product bafetv'

’Fomm1ss:on1 15 sIn most cases, fatalltxes occurred when resldents

attempted to slxp out of vest restralnts and were' strangled On two ui~

occ351ons, 1nd1v1duals uxed 1n flres when they trleo to free themselves .

Sa “

. by burnxng the restralnlng ‘vests. These deaths represent only part of aw

larvely h1dden and 1gnored problem o v . -

' The second myth is that restra;nts are for the gocd of the resxdent.
Studles 1nd1cate that 1mmobxllzxng or restraxnlng older ‘people does i

4 f

'result 1n.chrcn1c constlpat1on, 1ncont1nence, pressure sores, loss of

bone mass, mhscle atrophy, decreased tone- and strength, contractures,

. decreased ability to'walk, 'and eventual 1nval1dlsm.17#18 rPerceptual'and
behavxoral responses noted w1th prolonged 1mmoblllzatlon compound the
physxologlcal effects and may contr1bute to the dlsorganlzed behav1or

exhlblted by many restraxned re51dents 19 Attempts to restraln a

frightened, confused individual ‘only 1ncrease feelings of pan1c-and fear
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which can result in angry, belligerent or combative behaviors. Combined
with the loss of dignity, withdrawal and other emotionai problems, it is
a tremendous price to pay for the prevention of a possible injury. In
the words of the late Emily Wilson, a physician and resident of Kendal at
Longwood, a continuing care retirement community, a restraint is "an
insult to; an attack upon, the unique spirit of a human being; it treats
him as less than human, it manipulates him, it destroys his
self-respect.”20 \E. Wilson: “The use of Physical Restraints in Nursing
Homes” from Physical Restraints: A Dilemma in Long Term Care Symposium
proceedings presented at the American Association of Homes for the Aging
Annual Conference, New York, 1986.)

Restraints make caregiving more efficient and less worrisome for
staff is the third comson belief. They might serve as a short term
solution; however, restraints actually create greater dependency and more
custodial care. IF fact, use of restraints within compliance of the
Department of Heal%h and Human Services’ long term care guidelines
requires an estimate of 4.58 hours/resident/day of staff coverage-as
compared to the 2.7 hours/resident/day-that is typically provided in
Pennsylvania nursing facilities. As stated in the John T. Posey Company
Inservice Guide, "Restraints and/or safety devices can never be used as
substitutes for good nursing care or as a staff convenience. Your
patient, when restrained, actually requires extra nursing attention. "2l
(Posey Inservice Guide, p.l, 1983)

The debumanizing effect restraints have on both the caregiver and the
resident has a profound impact on the total caring process. Many times,
staff become complacent about using them, believe they are necessary to
manage residents and consequently use restraints as a means of control.

A physical restraint is in direct conflict with the concept of autonomy,
and its use undermines the ability to perceive and interact with the
older person as an individual. The resident is reduced to an object that
is controlled regardless of individual will, needs or wants.

The use of restraints also has a negative influence on the caregiving
process by restricting creativity and individualized treatment. Delivery
of care is less challenging and becomes a tedious routine~a potential for
burnout and turnover. On the other hand, eliminating restraints has the
potentinl for infusing a sense of challenge, creativity, compassion and

sense of worth on the part of the caregiver.

[
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The final myth is restraints prevent lawsuits an?”malpraetice_
clains. As noted earlier,:deaths directly attributed to restraints sne
not uncommon.v The risk of liability for such nlaims{as false
imprisonment, assault, etc. or death throngh strangu{ation is much'¢.
greater with the misuse of physical restraxnts 22 ; i ’:,.

There are minimal U. S. court cases where lack of resfralnts is fhe bas1s
Aof successful litigation. It is also important to note the trend is

toward t1ghter regulatlon of restra1nt usage. . [n Ohlo, Rhode Island and
Callfcrnla, it is a feleny to harm an elderly person . thrcugh the use of

23 . irv;..

-physxcal restraints.=

In effecting a change tc restraint free care 1n a nursing fac11xty,
}
education and communication are powerful strqteg1es to overcome

resistance. Application of Xurt Lewin’s theory of change offers a-
. framework in-which a nursing fagility can manage the transition to

‘restralnt free care According to- Lewin, ‘successful change occurs over

tlme and requlres three phases: unfreezing, changing and refreezing;24' B

The unfreezxng phase’ represents a requlred flrst step in stlmulatxng

people to recognxze the need to change. “The focus 1s on motlvatlng
d
people to deal thh the given problem. This 1s accompl1shed by ..

1ncre351ng the pressures to change and by reduc1ng the resxstances to

change (breaklng establxshed mvths and assumptlons) The second phase

anoxves changlrp hablts and learnlng ‘new. attitudes.

rerreezxng phase oxfers the necessarv rexnforcement to 1nsure rhat' the

new attitudes, skllls, knowledge or behav1oral patterns are made
. . %S

permanent. It is critical’ to malntaxn the new “forces” in an, enull brlum

to prevent tne urganlzatlon from revertlng to its prev1ous level of

performance ; : . . o N -

- .. The proposed model 15 based on the successful ererxence thh a pllot

program 1nvolv1ng a free stannxng nurslng home and a sunsecuert

N i

demonstratlon prnJect with nlne other long term care 'dFIlltleS to -

pliminate physxcal restralnts in the care of residents. Lew1n s thecry

. - e .“

‘of rhange provldes the organ]zlng framehork for dlagn051ng the reslstance
K to cnange and 1mplement1ng the a&prcpr1ate ccmmunxcatlon aud educa;xon

W, s

strategles for overcomlng it

o phases of the change process and the xmpact of the change strateg;es on
Iy T .

the key groups of a nur51ng facxlxty s organlzatxon.

2 . L.
; S

Partlcular attent1on is given to the three
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Target Groups for Change

Within each long term care facility, six identifiable groups, with
attitudes based upon their educational background, life experiences and
perceptions, are targets for change. In order for the administrator
and/or another key person to facilitate change and unfreeze the
behaviors, these attitudes need to be recognized and confronted through
rigorous communication and education. The Tollowing describes these
sroups and their attitudes regarding the use of physical restraints and
the transition to restraint free care.

First, the board of directors 1s responsibile for setting policy.
While board members have personal ideas and feelings regarding the care
of the elderly, they expect the administrator and professionals of the
organization to educate them about the actual day to day operations and
the needs of residents and staff. -ienerally, board ‘members perceive
restraint use as the norm and a necessary, but unfortunate component or
quality care. inless members have had versonai experience with a parent
or spouse, they probably have not been effected by the pain and
depression experienced when visiting a iovea one who is restrained.

When the issue of eliminacing restraints :s presented to board
members in educational sessions, specific concerns usuailv surface. On a
philosophical level, boards are supportive of the concept and appreciate
the opportunity to discuss it, however, a sense of caution predominates.
Board members sight the need for further exploration in the areas of
legal implications and practical management of "at risk"” residents.

The ndministration of the facility represents the second key group to
focus on when preparing for the change to restraint free care. This
group falls into two primary categories: those who take a strong stand
and advocate this change and those who take a less dominant position.

The next group, the physicians, present a unique perspective on the
restraint issue. They have the ultimate respomsibility of overseeing the
care provided and are the only ones permitted to write orders for
restraints. Moreover, they have minimal contact with the resident as
compared to caregivers in the facility. The major concern expressed by
physicians when broached with the topic is th; oyth that restraints
prevent lawsuits and malpractice claims. Physicians generally believe
their use is a necessary iegal protection. Some of the physicians reel
uncomfortable ordering restraints but are encouraged to do so by nursing
staff requests when residents are falling out of chairs and beds and/or

wandering out of the home.



A rendents have had the expenence of watchlnz a spouse go through a :

I-‘ourth . the nursing. home staff have numerous concerns -and belief“s
that need to be expressed, such as resident’ safety and l1ab111.y
Althougn/;any caregivers do not feel comfortable tymg residents, they
support the second myth by saying, 1t s for their-own good " and
"they’1l get hu_r_'t. A baslc discomfort 1s acknowledged by some staff
when they begin working in a long term care environment, but these , e
feehngs gradually decrease. Over txme. it is as if staff no- longer see
the restramts and accept them as part of the envlronment. Staff assumes
that restramts are the only altematlve for managmg resxdents, i
parncularly those who are frall ‘or confused " When confronted with the
1dea of eliminating restramts, a sense of defensiveness emerges. . The °
concept of reatramt free care: challenges the quahty of care currently

dohverod nnd threat - even the most carmg of nursing staff. 'Staff

frequently express\the bellef that restramts make dally workmg

cond1t1ons easier and caregiving tasks less worrlsome. Resxstance is

often couched in; the arguments of staff shortage and overworked employees.

N The resxdents thanselves are another group with concerns- and' ) o

- f

vxewpolnts around the 1ssue. . Prmanly, he alert res1dents expressh
.

. .concerns about wandermg resxdents entermg thexr rooms when not welcomed

‘or gomg through thelr belongmgs without permlsslon. -\lso somé

. Y

perlod of falls anu 1nJur1es and wonder 1f the risk, of phJs1cal ham w1ll

increase thh the elm)natlon uf restramts. | _‘ B ‘

F)nally, ehe Lxamuy and frlenus who have struggled w1th the (ll’ClSlcn .
to place a loved one in the ,faclhty bel:.eve~ that the health care

professxonals have the“e‘(pertlse tor provlde quahty care Physlcal' LT
restralnts are accepted as the standard of care: and a necessary evll B

Fanuly mmnbers need:.to beheve that the ’ professmnal" health care staff

are ‘providing the uest possxble care”for thelr elderly famiiv memuer

) T

4

An administrator or a key person in the organlzatmn with the

\
com:tment and power to effect the change~is s—essential for the transx.tlon

to restraint free care. In addition, the support of another "transition"_
. : : T

person with the determination and motivational skills to accomblish the .

s
goal is highly desirable. ‘In-many cases,-'this individual is a ‘staff
member and lnstrumental to a successful transition to a no restramts Vo
v 1
pohcy. This person can keep the momentum going and intercede uulckly

when specific challengmg cases present themselves!

|
¥
1 - )
|
!
5
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The initial challenge for the "transition" leaders is to "unfreeze"
present behaviors and to change the attitudes of each target group.
There is.no one definite way to approach each group, except patience and
time. In some organizations, one group may be the most resistant, while
in another setting, it may be the most accepting and supportive.
Adequate time must be allotted for each group to express apprehensions
and misperceptions and to explore possible ways to introduce the change.
The key is to know the individual issues of each group and be flexible
when initiating a strategy for change. Educational programs and

unication exchanges should be structured in ways that will address

each group’s respective concerns.

At the board level, a no restraints policy should pe established
before the program begins to alleviate confusion and fear on the part of
staff. All levels of the organization should feel confident of the
board’s position and support on the issue. A formal presentation at a
board meeting or a half to full day board retreat would enable board
members to comprehend the issue fully and set the policy. Background
materials should be provided prior to the meeting to increase board
awareness of the topic and to stimulate questions and ideas. Depending
on the composition of the board, sensitivity training through a basic
simulation game, such as "Into Aging."35 could be incorporated in the
education process to deepen an understanding of the aging process and the
associated losses.

It is difficult in many situations to get the attention of the
physicians, since their time in the facility is limited and the demands
on them are great. Inviting them to a breakfast meeting has been helpful
in some cases, but one should not be discouraged if the attendance is
low. The meeting should discuss the newly approved board policy to
eliminate physical restraints. Physicians not attending should receive:
1) the minutes of the meeting, 2) literature describing the legal risks
and delineating the numerous deaths and injuries associated with physical
restraints, and 3) the new policy and its effective date.

Residents and families also need extensive education and
reassurance. The new policy should be introduced and discussed at
resident and/or family meetings. Offering residents and family members
sessions with the administrator and/or others to discuss specific

residents is another helpful option.




Administration, including all depgrtment<heads. must be informed ofA
the plan prior ‘to 1mp1ementat10n \lthough the nursing staff. is the only
disc1p11ne permltted to’ apply restralnts, the concept of restralnt free

care effects every department. .While all staff may not fully understand

the 1ssue 1n1t1ally, thelr support 15 v1tal

An anonymous attltudxnal survey serves as an- effectlve 'unfreezing"

tool for all levels nf staff to ewpress concerns regarnlng phy51cal
restralnts and to recognlze the need to change ' Our Pvperlence has shown*

that the survey provides: d non—threatenlng vehlcle for volClng

apprehensions about ellmlnatlng restra\nts and increases. an awareness to
the damaglng effects of restraints. Survey responses also prnvide a
valuab]e resource for the cnange agents to Ldentlfy areas of resistance

w)thln the organxzatlun and to plan acrordxngly . B

Sensxtlvxty sessions are another ‘unfreezing” ‘technique since the .
stalf are vounger than the re51dent populatlon and may not be able to
1dent1fy with the char ges and/or feellngs that atre experxenced with

aging. '~Attenuance at-)nserv)ces to evplore alternatxves to, restra:nts,

to strategxze the process for restralnt elxmxnatlcn and to 1nd1vxdual1ze

“the care’ of each resxdent frum a given resxdent should be encouraged

- Staff and others need to understand that all‘redtrnints cannot be
eliminated immediately, »cold turkey,” but rather a slow, methodical .
‘system is employed where specific alternatives are .gradually introduced.

Guidelines for the "chnnge" phase are as follows:

- 1;. Eliminate physical restraints on the easiest cases first, then

~gradually move towards the more difficult ones (as determined by
’staff) -+ Achieving success with the easiér 6nes encourages staff
’ to contlnue efforts with the more challenglng cases.' o

2. Prnhxbxt appllcatlon of restraxnts once they have been e11m1nated

3. Monitor use of medications. Chemlcal restralnts .are not used in

. lieu of phpsical“}estrainisl
4. honk nt each fall to see why if happened. Keep clear and accurite '

records. E , '
5. Encourage créative problem sblving,sessions which involve ali

disciplines, i.e.; sécial services, nursing, recreational,
. physical and occupational therapies, and'other‘departments-as

* needed. . e
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6. Focus on the needs of the individual resident, not the

convenience of staff. Similarly adapt the environment to the

resident, not the resident to the environment.
7. Emphasize safety concerns: the eiimination of physical

restraints does not mean one forgets to provide a safe

environment.
8. Develop protocol whereby physical restraints will not be used on

new admissions.

Once the change process is initiated, the commitment to see it
through to complete elimination must be continued. If exceptions are
made, such as cases when restraints are re-applied to manage residents
temporarily in "difficult periods,” the change process will be
undermined. The use of restraints will again increase over time and
re-establish itself as the standard of care.

Throughout the change or transition phase, consistent positive
reinforcement of the staff’s accomplishments is necessary to encourage
progress and to reaffirm the organization’s commitment to the elimination
of physical restraints. Routine team problem solving sessions as the
response to managing challenging cases should be promoted by
administration. At this point, a formal no restraints policy :s
esgsential to provide the necessary staff confidence in board and
administration support. The policy should address the position of the
facility on restraints in short-term emergency situations and outline the
additional staff and physician responsibilities needed on such occasions.

Finally, the refreezing phase offers reinforcement to insure that new
attitudes, skills, knowledge and behavioral patferns are made permanent
Physical restraints are completely eliminated and not considered an
option. Creative alternatives and individualized care are the norm.

Post interviews with staff: data collection on falls, injuries,
incontinence, and bedsores: and on-going education are all strategies to
maintain the faciiity’s new level of performance.

Re-surveying of staff when the restraint use is reduced by 90 to 95
percent offers valuable insights with regard to current understanding,
attitudes and creativity. A follow-up survey one to two years after the
transition is also beneficial. Overall, responses from surveys of the
demonstration project are positive and reinforce the basic belief that
staff does not like to tie up old people. As stated by staff in a
"transitioned” facility: "I wouldn’t work any other place now. I
wouldn’t have said that or believed it two years ago": or, "Now that
I've seen the difference, I wouldn't want to work in a place that does"”;

or, "I like it, it kind of makes you proud.”

+



Physical restraintsrin long term care settings can be replaced with

restraint free care. Such'a transition-takes an organized, planned effort

to change the attitudes, beliefs, practices. and policies of a facility.
The proposed.model offers a systemgtic approach by which the transition
can be aghieved through the work of *staff, boards. .administration.

residents and families. . - L s
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lifetime ago, nursing students
staffed the hospitals. Particu-
larly at riight, the only RN was the
supervigsor, whom we rarely saw
after she made her rounds.
Often, I was assigned to wards

people. Since old people in a hospi-
tal get confused at night, many
were routinely tied in their beds.
The nights were noisy—until I dis-
covered that if .I removed their
restraints, people usually- slept
soundly. Or, if they awakened, they
liked to sit and chat or just watch
the activity. Their nights—and
mine—thus became much more
pleasant.

« straints destroy people and that we
-must find a better way to protect
patients * has been reinforced
throughout my nursing career.
When I worked with the menmlly

move restraints and talk with hy-

straining people. After mentally
retarded adolescents, [ began to
work with older people.

The restraint policy’s eﬁ‘ects on
them were apparent. People who

Jill A. Blakeslee, RN, is director for
health services at Kendal-Crosslands
skilled nursing [acllme in Kenneth
Square, PA.

filled with chronically ill older

My conviction that physwal re-"

retarded, | encouraged staff to re-,

_peractive teenagers to figure out .|,
why the youngsters were upset. It *
wasn’t ‘easy, but neither is re-

had walked into the facility .on
admission could barely walk to the

- bathroom with the assistance of

two caregivers one month later.
Remove their restraints? No!
They might fall, break a hip, and
we would be sued. We had rendered
them helpless in 30 days and crip-"
pled them safely.

I am convinced it was a stroke of
fate that I found a position in'a

continuing care community that

was just about to open. The admin-
istrator.and the board of directors
were willing to support-me in’
establishing a no-restraint pro-
am.
That faclhty now is 15 years od,
and 11 years ago we opened anoth-

er one. We have ‘never used a_

restraint or a gerichair in either
facility. Our records show that we
haveé no more injuries from falls...
than do facilities that’use re-
straints. o

-WHOM ARE WE HELPING?

sually, restraints are used
when a person is experiencing
extreme emotional distress. In
turn, not understanding why he is
tied to his bed or chair, the person

-becomes anxious and pulls at the

bonds. He calls out for help and his
anxiety builds into terror, then an-
ger. Caregivers, seeing this reac-
tion, are convinced the restraints

are necessary. .

.want to be protected this way?

. RATIONALIZING RESTRAINT

When the resident’s protests do
not bring freedom, his resistance
often subsides because of sheer ex-
haustion, and resignation and
withdrawal set in. The person de-
taches himself, intellectually and .
emotionally, and moves to a level
of existence we have little hope of
reaching. For his physical protec-
tion we have broken his spirit, the
very spirit he needs for his rehabil-
itation.

Given the choxce would people

Havmg lived to-their eighth or
“ninth decade, they’ve taken many
greater risks in their lives. Do we
have the right to make this costly
choice for them?

Whether restraints deter frac-
tures, bruises, and lacerations. is
debatable. We know as fact, how-
ever, that restrained older people
often do,.suffer from chronic con-
stipation, incontinence; pressure
sores, loss of bone mass, muscle
tone, and the ability to walk inde-
pendently. Combine these with
their, emotional problems and we’
can only conclude that, by re;
straining elderly. people,” we- are
asking them to pay a tremendous
price to prevent a possible injury.

@ne reason 1 often hear for’
restraining a person is that
the person is unsteady and frail
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and may fall. Instead of tying this
person up, however, why not use
physical therapy and other activi-
ties to improve muscle strength
and to provide some mental stimu-
lation in the process?

But if he falls, we may be sued,
restraint defenders say. We
couldn’t, however, find any suc-
cessful suits for not using re-
straints. We did, on the other
hand, find successful suits for inju-
ries resulting from the improper
use of restraints.! Also we open
ourselves to being sued for assault
and false imprisonment when we
tie up people without their permis-
sion.?

Without restraints it is true that
the person may wander away from
the facility. But it can be exciting
for staff to match their creativity
with a creative and resourceful re-
sident who wanders. Some things
that have worked for us are alarms
on the wanderers’ doors and the
unit’s exit doors. They needn’t be

pensi Y . Our i
pance staff created and installed
our system.

For best results, ask staff to be
responsible for the wandering resi-
dent only in small blocks of time.
No one staff person can take this
responsibility over an extended pe-
riod of time. The task is too
punishing. But everybody cando it
for short periods.

Enlisting others helps. Every-
body in every department needs to

d d that d must
be on the move. All the staff, not
just the nurses, should be aware of
wandering residents so they can
watch for them.

When a wanderer is determined
to travel outside, don't try to
change his mind. Walk with him,
perhaps circle back, and, while you

1 Palmer v. Clarksdale Hospital, 206 Miss.
680, 40 S0.2d 582 (1949). Brase v. Williams
Sanitorium, 192 Minn. 304, 256 N.W. 176
(1934).

2 Mitchell-Pederson, Lynne, and others.
“Reducing Reliance on Physical Re-
straints.” Paper presented at workshop for
Region IX 0.A.H.A. members, Winnepeg,
Manitoba, May 1985.

are doing that, try to determine
where he wants to go and why he
wants to go in that direction. Can
you relieve his anxiety? Can you
direct his intention elsewhere?
Another excuse for restraints is
that without them the wanderer
will go into other residents’ rooms.
We try to avoid this by making the
confused resident’s room easily re-
cognizable, using photos, symbols,
signs—whatever works—to direct
him to his own room. We also try to
help other residents understand, to
be empathetic and helpful to the
confused person, rather than
frightened of him. Alert residents

NO RESTRAINTS?

Kind of facility (hospital, nursing home,
psych, ather)

Has the policy been in ptace more than
five years71.888?

AWhat is the most positive effect of a no-

physical restraint policy?
- What is the most negative?

1 send your resp to No'
 Bestraints, AIN 555 W. 57th St., New
York, NY 10019.

often are wary of the confused per-
son because they fear that such
confusion awaits them in their
own future.

“But,” goes a common response,
“we do not have enough staff to
watch everyone.” Restraints cause
frustration, anxiety, fear, anger,
and then lethargy. What's left is
custodial care that always takes
more time and is punishing, unin-
teresting work—and you'll never
have enough staff! The challenge
of solving care problems without
resorting to restraints brings op-
portunities for .reative care and
happier staff.

Side rails, for instance, are use-
ful to prevent a person's rolling out
of bed or as grab rails for changing
position. As long as side rails pro-

vide assistance and a sense of secu-
rity to the resident, they are not
restraints. But if they make the
resident anxious, work out a solu-
tion. Try half-side rails that allow
a person to get out of bed without
having to climb over the rails, and
lower the bed as close to the floor as
possible. Try pinning the call bell
to the resident’s nightgown. When
the call bell cord is stretched by an
attempt to leave the bed, the plug
comes out of the wall and the signal
is activated. Sometimes putting
the mattress on the floor works.

There is always a reason a resi-
dent does not sleep. He may be in
pain, be anxious, have a full blad-
der, be constipated, have slept all
day, gone to bed too early, be hun-
gry, thirsty, or lonely. Find out and
work to solve the problem. After
all, how many of us sleep all night?
Who says we must?

There is no single formula for
handling each situation. Every
frail, confused resident is an indi-
vidual with his or her own agenda.
The behavior must be studied, as
well as the circumstances that
bring on that behavior. Then,
usually through trial and error, we
look for a way to avoid or relieve
the anxiety that is torturing the
resident.

It has been easier for us to suc-
ceed with our policy of no re-
straints because we have had the
policy since our facilities opened.
It's more difficult to change an
existing policy. The success others
have had in abandoning physical
restraints, however, can help. Re-
fer to them when you begin educat-
ing your administrator and/or
board.

You must have an administrator
who is willing to support the staff
through the tough times that are
sure to occur. From there, you can
work with physicians and other
staff as well as residents and their
families, case by case. Share their
pride and their pleasure as they
begin to succeed and to discover
that untying the elderly is the bet-
terway, O
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Ttem 11 ¢
The Use'ofvPhysical Restraints
‘ in Nursing Homes

. o .f * . . ’ by .

N Emily T. Wilson
T Lo o "September 1986

| regret my inability to be present ‘in person ‘for ‘this critically important

LS . ‘. L s . 4
considetration of the use of physical restraints in nursing homes, but | am grate-'
. e - : -

.ful for the opportunity to introduce the subject via electronic devices. | have

AN
‘Autonomy. Scores of resnfents cooperated in -answering his extens-ve questnon- .

been asked to speak about the philesopnical-aspectS'of'the problem from the point

of, view of a Kendal resident and a retired physic}an. For many years, | practiced

medlc-ne as a country doctor in northern Vermont, and later as .a member. of a- men-’

tal health cl|n|c in New Hampshlre working with the elderly.
Not long after Jonnlng the Kendal retirement community, | was a partlclpant

|n a survey conducted by a‘young doctoral degree candndate on the subject of

naire and"in the discussions that followed on the conc|u5|ons he reached in hls .
thesis.. From, that time on, autonomy was the watchword at Kendal LAl ch01ces

to be made were based on the individual's right "to be heard be it .relative to.

attend:ng a concert gonng on a bus ‘trip, or making the decision to move, into the,

medical center. The |nd|vndual was the arblter and had the |na||enableer|ght to

‘_pa.tlclpate in’ every important decnsuon affectlng hls life. Neediess to, say,’the

.participation. R : . - .

adm-nvstratlon had operated on this assumptlon from the’ beglnnlng, but the results
of the-survey'had made thevre5|dents aware of thenr‘respon5|b|l|ty for intelligent

-+* The use of physncal restralnts is in direct opposition. to that prnnC|pa|.

it s |mposed upon confused, |nart|culqte, dlfflcult people who are’ ‘given no

choice in the matter, but | think the whole problem goes, beyond'the concept of

autonomyl Restralnt is an insult to, an attack upon” the unique splrlt of a

* human being; it treats hlm as less than human,. it man|pulates him, ‘it destroys .

"his self-respect.

There is, however; a greater |ssue at stake beyond the questlons of. autono-

my, and the |nsult to the essence of the person KL recent: years medicine’ has
made tremendous strides in technology and diagnosis and’ treatment and- we are all
grateful for much of that, but there is one field that is st||| eluding us to ‘

- , . .3 . .
a great degfee and that is an understanding of what goes on in the human mind -

when the patient is apparently comatose, or otherwise unable or, unwilling to

communicate.  The more | have observed such beople, the more certain | am that

something -is going on, and we dare not, forget that as we consider their treat-

ment. .

| would like to share with you some experiences that | believe have
relevance here. In our nursing care facility, our residents are aermitted to
move about freely, regardless of the apparent clarity of their mental processes.

One dear friend of mine, who made no effort to communicate verbally, spent con-

»siderable time each morning making the rounds of the corridars in the Central

Reception area of our main building. ~She investigated every nook and cranny,
opened table drawers, looked over files on the receptionist's desk, and care-
fully replaced them, all with quiet concentration. | often wondered what was
motivating her. One day | mentioned this to a young man who had known her as
the director of an excellent educational institution. He was not the least
surprised. |t seemed that each morning, during her active professional life,
she had made a complete survey of the school property, satisfying herself that

eveything in every room was in proper order.’ She was unable to handle her
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correspondence, of course, and could no longer read the cards and letters that
occasionally arrived, and | was asked to help her with it. | never opened the
envelopes, but handed them to her, telling her from whom they came. She fol-
lowed.a definite routine of carefully examining the sealed envelope, turning it
over and over, then getting it open with a little encouragement from me, and
finally removing the contents. When | suggested that 1'd be glad to read it to
her, another long routine ensued - putting the card back in the envelope, taking
it out, turning it over, delaying as long as possible the time when she would
hand it over to me. Eventually, | came to understand that this was her way of
putting off my departure as long as she could. When | would finally say that |
must leave, she would immediately thrust the missive into my hand, with a sly
grin. She knew exactly the game she was playing. Dare we say we should have
restricted her daily wanderings or denied her the pleasure of her devious way
of prolonging a visit?

Another Kendal friend of mine had been a very active, involved person in
her younger days - a beloved teacher, an avid mountain climber, a scientist who
went out into the Pacific to witness an eclipse of the sun after she retired.

As the years at Kendal went by, she gradually developed physical problems,
decreased hearing, impaired vision, and severe arthritis which not only greatly
restricted her activity and her enjoyment of life, but filled her with anger
and resentment and made her very difficult to live with. Eventually she had a
stroke which produced partial paralysis and many weeks of invalidism. She
could talk, but refused to communicate with anyone. She lay in bed by the hour,
her eyes closed, saying over and over again, '0h dear - it's so hard - oh dear''.
One day, on her way back to her room from the hairdresser, she met me in her
wheelchair in the corridor. She appeared happy and at peace. She looked
directly at me and said, ''|'ve decided to live a better life.'" That night she
died. When | told a friend about it later, she related a similar experience.

An elderly woman had been bed-ridden and uncommunicative for several months,
when suddenly, one morning, she sat up in bed, looked directly at her astonished
family and said, 'Well, now |'ve got that settled," and fell back on her pillow
and died.

There are so many unanswered questions -- why are some of us given more
time to complete the dying process when others go peacefully in their sleep, or
abruptly in an accident? No one knows, but | have come to believe that those
who recieve the extra time, regardless of their physical or mental condition,
need it to settle what Dr. Kubler-Ross calls their important unfinished business.
They may be restless and difficult to handle, but they most certainly do not need
the burden of adjusting to physical restraint during this period of critical
spiritual searching. No one reallyknows, but because no one knows, no one should
dare to interfere.

1 will close with two quotations - one from a brief meditation on a part

of the 24th Psalm, and the other from Shakespeare:

“The earth is the Lords and the fullness thereof, the worid and they that dwell
therein - not the few, not the gifted, not the specially chosen, but they, simply
they who swell therein.' =-- 'Who can say more than this rich praise, that you

alone are you."

Emily Wilson, retired physician and resident of Kendal at Longwood, shared these
comments at the American Association of Home for the Aging Annual Conference,
New York, September 1986.
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