
 Documenting Safety Problem for Restrained Patients
 A Safety: Injury Risk other (for non-violent patients) or Safety: Violence Risk (for violent patients) Problem should always be active when a patient is restrained. [Note that this means that instead of the 2-4 max. Priority Problems, you will have a max of 2-5 Problems active if the patient is restrained.] A short-term goal associated with that problem should be documented a minimum of once each shift. When there are multiple “episodes” of restraint within each shift, the plan of care is updated with each new restraint order by ensuring that a Safety: Injury Risk other or Violence Risk  Problem is active, a short-term goal is identified for that problem, and a goal status is documented for each short-term goal. 
Typical workflow for required Plan of Care documentation: 

1. When restraint is applied, an appropriate Safety Problem, an expected outcome, and a short-term goal are documented. 

2. While restraints remain continuously in use, a short term goal and goal status are documented each shift. 
3. If restraints are discontinued, the Safety Problem is reviewed and ended when no longer appropriate, documenting both actual Outcome and short term goal status. 

4. At any point the restrain is reapplied, an appropriate Safety Problem, expected outcome, and short term goal are documented and so on …….
[Note: Documentation of orders using the Restraint Wizard in HEO/Wiz and of Q2h Restraint safety checks  in HED are also required for compliance with all documentation requirements included in the standards (see below).]
Relevant JCAHO/CMS Standards:
PC 03.05.03 The [organization] uses restraint or seclusion safely. 

02. For hospitals that use Joint Commission accreditation for deemed status purposes: The use of restrain and seclusion is in accordance with a written modification to the patient’s plan of care. 

PC 03.05.15 The [organization] documents the use of restraint or seclusion. 

01. Documentation of restrain and seclusion in the medical record includes the following: 

· Any in-person medical and behavioral evaluation for restrain or seclusion used to manage violent of self-destructive behavior
· A description of the patient’s behavior and the interventions used

· Any alternative or other less restrictive interventions attempted

· The patient’s condition or symptom(s) that warranted the use of the restraint seclusion

· The patient’s response to the intervention(s) used, including the rationale for continued use of the intervention

· Individual patient assessment and reassessments

· The intervals for monitoring

· Revisions to the plan of care

· The patient’s behavior and staff concerns regarding safety risk to the patient, staff, and others that necessitated the use of restrain or seclusion

· Injuries to the patient

· Death associated with the use of restraint or seclusion

· The identity of the physician or other licenses independent practitioner who ordered the restraint or seclusion
· Orders for restraint or seclusion

· Notification of the use of restraint or seclusion to the attending physician
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