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DEPARTMENT OF PUBLIC WELFARE

T0: SUPERINTENDENTS Attention: Director of Nurses

Anoka Brainerd

Fergus Falls Cambridgey/

Hastings Faribault

Moose Lake Gillette

Eochester Minnesota State San.

St., Peter Owatonna

Willmar Children's Center. St. Paul
FROMs David J. Vail, M.D.

Medical Director
HUBJECTs Bestraint
DATE ¢ September 30, 1960

‘his is a very difficult and oomplex subject. It touches on many
criticel issues of personal liberty, medicasl and psychiatrie
practice, and various relationships within the department andé any"
t;iven hospital, principally those between nurse and patient,
1hysician and nmurse, central office and institution, and the re-
lations of all of us to the general public,

The two simplest solutions wculd be to let the thing go willy-
nilly or to declare by fiat that no form of restraint shall be
used. Unfortunately life isn't this easy. (At least in this
country: I note that in some Norwegian hospitals mechanloal
restraint has been cutlawed since 1880,)

My main objective has been to develop a procedure for the use of
restraints that would be consistent with the most progressiv
trends in Open Hospital philosophy and to institute a reporting
gystem that would be accurate, informative, and economical, B «
cause of its nature as a very semsitive public issue, I think
that it will necessarily involve a greater uniformity of pro-
cedure than I normally feel comfortable about. It is also clear
that to some extent we will have to proceed by trial amd error,

hope in & positive direction; that is, I would rather begin
rith a cumbersome system that becomes simpler than to go the
opposite way.

s Easic Assumptiont Restraint is fundamentally inimical to
estern ideals of individual privacy and freedom and 1s

therefore an evil to be tolerated only when absolutely
necessary.



2. Deft
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tiont

G nersal.,

A broad definition of restraint 1is any measure

" which depriv s or tends to @ priv the individual of

freedom of movement. This definition would then includ
enclosure in .a locked private room (seclusion) or a
looked ward or portion of a ward. This is not entirely
practicable, since it would be very difficult to tabu-
late suoh data on a large scale in a way which would
make much sense -~ the exception to this would be in-
dividual seclusion which can be tabulated fairly easily.
Unfortunately one cammot gain a full picture of the usc
of restraint unless one takes into account the total werds
thus a locked ward with no restraint may "look better”
than an open ward with restraint applied to one or two
patients., I will work up a separate reporting prooedur
for open vs, closed wards.,

Specific. One of the first problems which we encountered
is the fact that restraints go by different names and
thus there is an immediate communication difficulty. I
think that the following definitions should be used as
standard. The underlined word or term should be used

as the official term for reporting purposes:

(1) Muff
(2) Mittens

:

(3) Cuff-and-bed Cuffs used to secure hands or feet
' to the bed itself; includes wristlots
and anklets,

(4) Cuffeand.belt Cuffs looking to belts designed for
this purpose,

(5) Chair holds Pogsey belts, flannel ties, etc.
Includes chair-boards or other
similar benign devices for keeping
patient from falling out of cheair,

(6) Tying jackets Alias sleeveless camisoles, vests,
boler?s. (A more restrictive version
of 50

(7) Bed ties (sheet restraints, etc.)

(8) Seclusion Refers to individusl seclusion only.
(9) Bed-cage Includes any measure such as bedside

rails, netting, crib-sides and
cribs which tend to make an enclosed
space of the bed itself,

(10) Arm boards Alias "Yucoa” boards. To prevent

bending of arms for purpos 8 of 8 1f-tbus .
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The following are or should be dis ontinued as unn c ssary
and/or dang rous -~ still a number is assign d for r porting
purposes:

(11) Ca les Alias strait jacket.; Refers to half
_ =amisoles or full-length,

(12) Eestraint Suits Armless rompers.

Of the remainder above, number (1), %%ffg, number (3), Cuff.
and-bed, and number (uS, Cuff-and-belt are the most obnoxious
and every effort should be made to discontinue them. The
ouff-and-belt in particular is just as restrictive and fright=-
ful as the camisole.

I may have missed some. If so, please let me kmow. What I
am striving for is the simplest possible classification system.

Reasong for Restraints:
I know of only four authentic categories:

A, Aggression-cut: Includes damage to other patients or
personnel and seriocus or extensive damage to property.

B. Aggression-in: Includes self-gbuse, as in self-biting,
head«~banging, or other activities causing actual injury
to the body. Does not include masturbation, unless
this 1s actually injuring body tissues, as through
excoriation. Includes suicidal intent.

C. Disooordination: A general term referring to ataxia,
danger of injury from falling out of chair or bed, etc,

D, Medical: Inability to cooperate with urgent medical
procedures, e.g., pulling out i.v.*s or stomach tubes, elc,

Of all the above number, "D, Medical™ is the only one, in uy
opinion, that refers to a problem which could ultimately omnly
be handled by mechanical restraint. In any case restraint 1i:
only Jjustified by a gleariggg regent danger that a given
event will take place. er no circumstances are "disciplinie”
or "punishment” or "elopement” considered as justification

for restraint as herein defined. Experience seems to in-
dicate that judicious medication and above all the ward miliou
and :ard program are the proper means of preventing untoward
events.

B lief

For purposes of simplicity,let us state that the patient
shall be free of the restraint, in whatever form, at least
ten minutes of every hour, unless there is literally danger
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to th patient’s life in granting this, Se also S otion 7.

Ord rings

The use of restraints demands professional judgment, The
decision must be based on the professional person's own
objective evaluation of the situation and never solely on
the reoommendation of non-professional personnel. This
means, of course, that in all but absolute emergency situ=-
ations, a doctor or nurse must gsee the patient prior to the
application of restraint. Any local procedure for restraint
must be based on the above principles. :

The order should be entered, specifying type and duration,

on the patient®s doctor’s order sheet, together with a brief
Justification and signed or initialed by the physician gilving
or approving the order. The 48-hour stop order as used for
dangerous drugs (see "Hospital Accreditation References",

pp. 36<37) also applies to restraint.

Beporting:
A, Locally

The superintendent should receive a daily report from
wards, The information should also be recorded at
monthly intervals, in the progress notes of the clin.
ical chart of the individual patient.

B, Centrslly

I want a simple statement for each calendar month,
couing in by no later than the 10th of the follon1n§
month, showing (by designations in 2 B and 3 above),
type of restreint, reasons, number of unduplicated
patients, and total hours, based upon the type of,
and reason for, restraint.

Example: Month of September, 1960

No. of Total

Type Eeason Cases Hours
Tying jacket Discoordination 18 200
Cuff-bed Aggression-out 3 60
. " Aggression-in 8 150

"~ " Medicsl 1 18

N.B., Combinations to be reported by singling out the

most lmportant justification. Total hours mean totsl

time ordered; e.g., two hours, including two ten-

glnute relief periods, would still be reported as two
ours.
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7. Exception:

Cat gory (5), Chalr holds and category (9), B _d-caz
are go genersl and so closely related to basic nﬁ?gfhg
cere, that they (1) need not be ordered or approved by
a physician, (2) need require no relief and (3) need
be reported only by reascn and total number of undupli-
cated patients.

8. Mechanigs:

You may devise such local forms and procedures as you
wish. I would suggest that there be some consistency

of forms used for local reporting oges so as to
comply with the spirit of the law (246.017, subd. 1)
which in faot requires that record forms and procedures
be “precisely uniform™ I think that the medical records
comnittee should study this problem.

For reporting to my office, I will devise and Jdistribut
a simple form, a facsimile of which is shown.

9. Effective Date:
Effeotive date is December 1, 1960ihthe recording to

begin for the month of December, e first report to
me, therefore, is due January 10 for the month of Deo md r.

For discussion at Superintendents®’ Meeting, October 28, 1960 .
and

at Nursing Directors® Meeting, November &, 1960,

Please disocuss this with your Nursing Directors so that we car

all agree on a reasonably final procedure. Any amendments to

Bhis %ocugent will be published prior to the effective date of
escember 1.

¢ Rom Lang



SAMPLE FORM
Tentativ @ 9-30-60
Cod and Imstructions: Se memo of 9«30.60

HOSPIALs MONTH OFs
I
Kind >f Restraint Beason No. Unduplicated Total Hours
Cages

For B d-cage and Chair-holds only:
Eeason -1 No. Undupliceted Patients

| {
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DEPARTMENT OF PUBLIC WELFARE

003 SUPERINTENDENTS  ‘Attentiom: Director of Nurs s
| Anoka ' Brainerd -
Fergus Falls Cumbridge'/
Hastings Faribault
"Moose Lake Glllette :
Eochester Minnesota State San.
St. Peter Owatonna oo
i Willmay } Children®s Center, St. Paul
FROM: David J., Valil, M.D,

Medical Dquctor
HUBJECTs » Restraint
DATEs September 30, 1960

his is a very diffioult and complex subject. It touches on many
oritical 1issues of personal liberty, medical and psychiatric
practice, and various relationships within the department and any"
{;iven hospital, principally those between nurse and patient,
physician and nurse, oentral office and institution, and the re-
lations of all of us to the general public, .

The two simplest solutions wculd be to let the thing go willye
nilly or to declare by fiat that no form of restraint shall be
used. Unfortunately life isn't this easy. (At least in this
country: I note that in some Norwegian hospitals mechaniecal
restraint has been outlawed sinoe 1880.) : :

My main objective has been to develop a procedure for the use of
restraints that would be consistent with the most progressive

- trends in Open Hospital philosophy and to institute a reporting
siystem that would be aoourate, informative, and economical. B -
cause of its nature as a very semsitive public issue, I think
that it willl necessarily involve a greater uniformity of pro-
vedure than I normally feel comfortable about. It is also clear
that to some extent we will have to proceed by trial and error,
.. hope in a positive direction; that is, I would rather begin
vlth a cumbersome system that becomes simpler than to go the
upposite way. ' . _

1. Basic Assumptiont Restraint is fundamentally inimical to
estern ideals of individual privacy and freedom and is
-therefore an evil to be tolerated only when absolutely .
necessary. : : . ‘
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2, Definitioms

A, General, A broad definition of restraint is any measure

" which deprives or tends to deprive the individual of
freedom of movement. This definition would then includie
enclosure in ..a locked private room (seclusion) or a
looked ward or portion of a ward., This 1s not entirely
practicable, since it would be very difficult to tabu-
late such data on a large scale in a way which would
make much sense -~ the exception to this would be ine

" dividual seclusion which can be tabulated fairly easily.
Unfortunately one cannot gain a full picture of the usc
of restraint unless one takes into account the total werdj
thus a locked ward with no restraint may "look better"
than an open ward with restraint applied to one or two .
patients, I will work up a separate reporting procedure
for open vs. closed wards.

B. Specific. One of the first problems which we encountered
is the fact that restraints go by different names and
thus there is an immediate communication difficulty., I
think that the following definitions should be used as
standard, The underlined werd or term should be used

. as the officlal term for reporting purposes:

(1) Mures
(2) Mittens

- (3) Cuff-asnd-bed Cuffs used to secure hands or feet
, ' to the bed itself; inoludes wristlots
and anklets. ' ‘

(4) Cuffeand.belt Cuffs looking to belts designed for:
this purpose,

(5) Chair holds Posey belts, flannel ties, etc.
Includes chair-boards or other
siumllar benign devices for keeping
patient from falling out of chair,

(6) Tying jackets Allas sleeveless camisoles, vests,
L boleros. (A more restrictive version
of 5.) _
(7) Bed ties (sheet restraints, etc.)

(8) Seclusion Refers to individusl seclusion only.

(9) Bed-cage Includes any measure such as bedside
rails, netting, orib-sides and
oribs wvhich tend to make an enclosed
space of the bed itself.,

(10) Aprm boaprds Alias "Yucos" boards. T prevent
" b nding f erms for purpos s of s lf-gbuse.
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The following are or should ‘bé discontinued as unnecessary
and/or dangerous == still a number is assigned for reporting
purposes: ' »

(11) Camisoles Alles atraﬂ; -Jacket; Refers to half
o _or full-length. »
(12) Eestraint Suits Armless rompers. |

Of the remainder above, number (1), Muffs, number (3), ﬂ?«-

aﬁd-bed, and number (uS, Cuf -and-beI% are the most obnoxious

and every effort should be made to disoontinue them., The
ouff-and.belt in particular is just as restrictive and fright-
ful as the camisole,

I may have missed some, If so, please let me know. What I
am striving for is the simplest possible classification system.

Beasons for Restraints:
I know of only four authentic categories:

A, Aggression-out: Inoludes damage to other patients or
" personnel and serious or extensive damage to property.

B, Aggression-int Includes self-abuse, as in self-biting,
head~banging, or other activities csusing actual injury
to the body. Does not include masturbation, unless
this 1s actually injuring body tissues, as through
excoriation, Includes suicidal intent. . '

C. Disooordinationt A general term referring to ataxia,
danger of injury from falling out of chair or bed, etc.

D, Medicalt Inability to cooperate with urgent medical
- procedures, ®.g., pulling out 1i.v.’s or stomach tubes, etc.

Of all the above number, "D, Medical® is the only one, in my

-opinion, that refers to a problem which could ultimately only |

be handled by mechanicel restraint. - In any oag: restraint is
only Jjustified by a gleaﬁ a resent &%r that a given
event will take place, nﬂ%% no oircumstanoces are "discipline”
or “"punishment” or "elopement” considered as justification

for restraint as herein defined., Experience seems to in-
dicate that judlicious medication and above all the ward milicu

and :ard program are the proper means of preventing untoward
evenvs . ) ‘ '

Relief

For purposes of simplicity,let us state that the pat;ient’
- shall be free of the restraint, in whatever forum, at least

ten minutes of every hour, unless there is literally danger
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to th patient®s 1if in granting this. Se also S ction 7.

Orderings

The use of restraints demends professional judgment. The
decision must be based on the professional person's own
objective evaluation of the situation and never solely on
the reoocmmendation of non-professional personnel. This
means, of course, that in all but absolute emergency situ-
ations, a dooctor or. nurse must gee the patiemt prior to the
application of restraint. Any local procedure for restraint
must be based on the above principles. :

The order should be entered, specifying type and duration,

on the patient®s dootor®’s order sheet, together with a brief
Justification and signed or initialed by the physicilan giving
or approving the order, The 4B8-hour stop order as used for
dangerous drugs (see "Hospital Accreditation References”,

PP. 36=37) also applies to restraint.

Reportings
A, Loocally

The superintendent should receive a daily report from
wards. The inforumation should also be recorded at
monthly intervals, in the progress notes of the clin=
ical chart of the individual patient,

B, . Centrally

I want a simple statement for each calendar month,
ooming in by no later than the 10th of the followin
month, showing (by designations in 2 B and 3 abovel,
type of restraint, reasons, number of unduplicated
patients, and total hours, based upon the type of,
and reason for, restraint. '

Example: Month of September, 1960 : . ‘

to

No, of Tota

Iype ~ BReason : Cages Hours

Tying jaoket Disooordination 18 200

Cuff-bed - - Aggression-out - 60
. - Aggression-in 8 150

" w Medicsal 1 18

N.,B, Combinations to be reported by singling out the
most important jJustification. Total hours mean total
time ordereds e.g., two hours, including two ten-
ginute relief periods, would still be reported as two
ours. i




}7. Exogv ptions '

Category (5), Chalr holds and category (9), Bedw

are so general and s0 olosely related to baslo n%g%ng
care, that they (1) need not be ordered or approved by
a physlocian, (2) need require no relief and (3) need
Ye reported only by reason snd total number of unduplie
cated patients.

8. Mechanigs:

You may devise such local forms and procedures as you
wish. I would suggest that there be some oconsistency

of forms used for local reporting %urpoaes so as to
comply with the spirit of the law {246.017, subd. 1)
which in fact requires that record forms and procedures
be “precisely uniform' I think that the medical records
comnittee should study this problem.

For reporting to my office, I will devise and distridut
a simple form, a facsimile of which is shown.

9., Effective &tg:

Effeotive date is December 1, 1960, the recording to
begin for the month of December. 'l'he first report to
me, therefore, is due Janusry 10 for the month of December.

For discussion at Superintendents' Meeting, October 28, 1960 .
and
at Nursing Directors*® Meeting, November 4, 1960,

Pl age disouss this wlth your Nursing Direcotors so that we car

all agree on & reasonably final procedure. Any amendments to

: ghls bocwi:ent will be published prior to the effective date of:
cember 1., :

¢ BRon Lang




~ SAMPLE FORM
Tentativ ¢ 9=30-60
Cod and Instructions: S e memo of 9=30-60

HOSPI'MALs MONTH OF3
Kind >f Restraint : . Beason No. Unduplicated Total Hours
, ) Capes :

For B d-cagé}and Chair-holds onlyi' ’
Eeason | .| No. Unduplicated Patients




