RESTRAINT FLOWSHEET
ASSESSMENT:
· OBSERVED BEHAVIOR(S):
· Removing medical device causing life-threatening situation or  interference with treatment plan
· Imminent risk of physically harming self  by: ____________________________________________

· Failed Intervention/Least Restrictive Measures such as:
[  ] Diversional activities (music, reading, family visits, TV)		
[  ] Environmental modification (night light, close to nurse station, call light within reach)	
[  ] Pain/Comfort Management (toileting, backrub, repositioning, assess medication effect)	
[  ] Limiting access to medical device	
[  ] Psychosocial Interventions / Reality orientation 
[  ] Bed in lowest position with side rails up x 3
[  ] Other____________________________________________________

· Intervention Response: (Why intervention failed?)	
[  ] Agitation 	[  ] Attempts to ambulate/OOB   [  ] Unable to comprehend risk to self or others
[  ] Confusion	[  ] Compulsive	 	    [  ] Disorientation	
[  ] Unable to follow directions			    [  ] Other  _____________________________

Family Informed:  YES   	  NO: __________________________________________________

PLAN OF CARE :	
	Potential for injury relates to: 
		      Alternatives tried and proven unsuccessful     Unable to facilitate treatment plan
		      Risk of harm or injury continues 		       Displacement of medical lines, tubes or 
		      Attempts to ambulate or get out of bed	          equipment
                without assistance

GOAL:  Patient will experience no injury.  	

INTERVENTIONS:		Monitor patient every two hours

______________________________________				_______________ 	___________
RN Signature								Date			Time

	Patient/Family Education:
A = Purpose of least restrictive restraint usage
B = Alternatives attempted and effectiveness 
C = How patients needs will be met
	Understanding:
1 = Unable to comprehend 
2 = Verbalizes understanding  
3 = Requires reinforcement  
4 = No family present
	Type:
SL = Soft  Limb     M  = Mittens
SR = 4 Side Rails   EB = Enclosed Bed

	Date:

	Personal Hygiene, Circulation Checks with Restraint removal/reapplication, Physical Needs, Mental Status, Nutritional & Hydration, Call Bell within Reach
Q2 hours
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Signature:    ____________________/ Initial____________ Signature:    ____________________/ Initial____________

Signature:    ____________________/ Initial____________ Signature:    ____________________/ Initial____________

Restraint Discontinued:
______________________________________		_____________	____________
RN Signature						Date			Time
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